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ABSTRACT 
This thesis describes a method of calculating 
nursing workload based upon individualised patient care, 
a concept which is supported by the International 
Council of Nurses. An aid to this practice is the nurs- 
ing care plan, the use and iñtroduction of which into a 
group of Scottish hospitals is described. Nursing care 
plans provide a description of the care which nurses 
prescribe and can be used as a source from which to 
determine the nursing care elements of the workload. 
A formula was developed and is presented for the 
calculation of the nursing workload based on the amount 
of time required for Planned Activities and the average 
percentage of time spent in Planned Activities. This 
formula incorporates time for Unplanned Activities. The 
methods of determining the time and percentage of time 
in Planned Activities are described. The major method 
used was non -participant observation. 
The formula was originally tested by the research- 
er on one medical ward where subsequently the nursing 
staff participated in the recording and collection of 
workload data. 
The system was extended to two other medical wards 
where the nursing staff also participated in the oper- 
ation of the system for a period of six months. 
The information produced by this system has a 
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1. 
A METHOD OF CALCULATING NURSING WORKLOAD BASED ON INDIVIDUALISED 
PATIENT CARE 
INTRODUCTION 
Purpose of the study: 
The main pa :pose of the study is to show a method of calculating 
the daily nursing workload based on the concept of individualised 
patient care. 
Reason for the study: 
As a nursing supervisors in a large Canadian teaching hospital 
I became aware of the lack of objective information which could demon- 
strate the need for a certain number of nursing staff. The number of 
permanent nursing positions appeared to be determined by precedent and 
by nursing decisions based upon the experience of nursing administrators. 
Although it might be decided that more nurses were needed, the necessary 
budget allocation to implement the decision was not always granted. 
In situations where the nursing establishment could not be met, no 
information to support any decisions about the possible workloads of 
staff was available. Thus although it might be considered by the 
nursing administrators that the workload of the nursing staff was 
inappropriate for the available nursing staff, no method except 
unquantified nursing judgement was available for use in discussions 
about changing the workload. 
On a daily basis the number of nursing staff required on a ward 
can fluctuate due to the physical and, /or emotional conditions of the 
patients, the number of patients and the number of tests and treatments 
to be performed. No information was available about these daily 
14 Comparable with a nursing officer in Britain. 
2. 
fluctuations. Although there was a supply of casual duty nurses 
who could supplement the permanent nursing staff on a daily basis, 
these nurses were also allocated on the basis of nursing judgement. 
Therefore there appeared to be a need for daily, objective information 
about the nursing workload on each ward in the hospital which could be 
summed to give weekly and even yearly data. 
Nursing establishments in Britain are based on past experience, 
a fact which is reflected in The Report of the Committee on Nursing: 
No reliable methods of measuring staff requirements 
have been developed .... there are no generally 
applicable scientific criteria which can usefully 
be adopted by nursing and midwifery managers. 
They have little alternative, therefore, but to 
bargain, often crudely, for a reasonable share of 
the budget and to spend their allocation in 
accordance with subjective judgements related to 
the circumstances and availability of staff at the 
time. Since nurses and midwives constitute the 
largest group of staff in the National Health 
Service and because they have a major co- ordinating 
role in the provision of patient care around the 
clock, it is they who suffer most from a lack of 
1. 
comprehensive staffing policies within the service. 
The need for staffing information in Britain is indicated by the number 
of studies which have been undertaken.23,4 5,6,7,8. 
Information 
about the required nurse staffing could be used: 
1. To help make efficient use of the available staff. 
2. To measure any difference between estimated staffing requirements 
and available staffing. 
3. To measure changes in the staffing requirements over time. 
14. As a variable to be considered in discussions about the quality of 
nursing care. 
5. To provide information both to the nursing profession and the 
general public. 
m Nurses working a full 74 hour day but fewer than 4 days a week. 
They report to the nursing office each day and are assigned to 
a ward for the day. 
3. 
To expand: 
1. Staff could be deployed on the basis of the measured requirements 
rather than on the basis of professional judgement. This method of 
deployment would be arranged by nursing officers on a daily basis, 
adjusting the available staff among wards, taking into consideration 
the recorded requirements, and by districts and area nursing officers 
in the deployment of staff between hospitals and the community. The 
need for this information is expressed in the Report of the Committee 
on Nursing: 
Within the hospital services the area with the 
highest staffing level is about 40% better off 
that that with the lowest; iR the community 
the difference is almost 30 %. 
2. Measuring any difference between staffing requirements and available 
staffing can help to influence decisions which affect the required/ 
available staffing ratio. .Attempts to adjust this ratio could have 
considerable effect on other health service departments due to the 
transfer of activities or curtailment of nursing services affecting the 
administration of or requirements for other services. If hospital 
beds are closed due to insufficient nursing staff every other depart- 
ment within the hospital is affected in some way, community services 
may also be affected if there is a back -log of patients awaiting 
admission or if patients are kept in hospital for shorter periods in 
an attempt to diminish the queue. 
3. Changes in the workload over time may be due to alterations in 
administration or practice, which might have implications in long term 
predictions about nursing establishments. 
4. The required /available nurse staffing ratio should be considered 
when measuring care given or omitted. If care is omitted it could be 
due to lack of staff, if care is omitted when there is sufficient staff, 
14. 
the situation may need further investigation. 
5. There is generally held belief that there is a. shortage of 
nurses. 
10,11,12,13,14'The 
Report of the Committee on Nursing states: 
In studying the evidence we collected about 
shortages, we were forced to the conclusion 
that it is not possible to measure shortages 
without first establishing needs. When 
shortages are perceived, the underlying 
worry often seems to centre on quantity 
rather than on quality.15 
Many studies have already been undertaken into various methods 
of calculating nursing establishments; the most recent types of these 
group patients into a number of categories depending on the physical 
dependency of the patient. By using the average times required for 
the care given in each category as the basis for calculating the staff 
required, these methods perpetuate the present practice. The principle 
underlying the method adopted in this study is unlike the others in that 
it is based on the workload generated not only by individual patients 
but also by patients as individuals rather than by categories of 
patients. It rests on the conviction that patients have individual 
needs and that the nursing care should be specifically planned to meet 
these. The workload generated from these individual needs therefore 
should be measured from the basis of the individual needs. This study 




DISCUSSION AND SURVEY OF LITERATURE RELATED TO THE CALCULATION OF 
NURSING WORKLOADS AND /OR NURSING ESTABLISHMVENTS. 
A workload is the number of manhours required to complete an 
activity or set of activities at a certain standard including necessary 
allowances for rest breaks etc. In industry some workloads are 
composed of time allowances for specific work cycles. However, as 
nursing is not a series of repetitious tasks, the workload cannot be 
calculated in the same way as in industry. There appear to be four 
main differences between industry and nursing, which are: 
First: Nursing is caring for people, and therefore, even if it is 
sub -divided into tasks, nursing workload cannot be confined to a 
specific time allowance. The components making up each task may be 
different for each patient due to his individual requirements. 
Second: The nursing workload changes daily due to the variety of care 
required by patients. 
Third: Some nursing activities cannot be planned but are determined 
by nurses' decisions. 
Fourth: Events such as emergencies requiring instant attention occur 
daily. 
The activities carried out by nurses and therefore the activities 
from which the nursing workload arises, can be described as: 
1. Those activities involved with assisting a patient with the 
activities of daily living. Included in this section are basic care, 
social activities and emotional support. 
2. Those activities related to the prevention, diagnosis, treatment 
and management of disease, such as technical care and patient education. 
6. 
3. Administrative activities including communication with other 
departments. 
)4. Professional activities such as giving or attending lectures and 
participation in nursing research. 
5. Union activities. 
The work done by nursing staff will be affected by: 
A. The number and type of ancillary and other professional staff. 
The nursing workload is an integral part of the health service workload 
and is affected by the services provided by other health service 
employees. There are areas of overlap in the job descriptions among 
nurses and other employees such as doctors and domestic staff. 
B. The physical environment, for example: the ward layout. 
C. The type of services, such as hospital or community, which may 
determine the equipment and assistance available. Travel time will 
be a factor in the workload of nurses in the community. 
D. The type of hospital, teaching or non -teaching, with or without a 
school of nursing, as nurses may have some responsiblity for teaching 
or supervistzg learners. 
E. The regulations of the management which might state activities 
which may or may not be done by nursing staff. 
In the short term the nursing workload may be affected by: 
1. The number and turnover of patients. 
2. The physical and emotional condition of each patient. 
3. The number and type of tests, examinations and treatments required 
by each patient. 
4. The demands upon nursing from other departments. These demands 
could include teaching other health service workers (such as medical 
students) and preparing patients for and assisting with the examin- 
ations of other professional groups. 
7. 
5. The attendance at educational programmes. 
6. The attendance at meetings. 
7. Travelling time. 
In the long term the nursing workload may be affected by: 
8. Changes in standards of nursing care which could be due to changes 
in method or in the frequency of an activity. 
9. Changes in accepted nursing practice due to medical innovations or 
a change in the role of the nurse. 
10. Changes in administrative practice. 
11. Changes in the physical environment. 
As, judging from the experience of the researcher, any of these 
factors can change daily, for these factors either short or long term 
to be reflected in the calculated workload, each nursing activity 
should be considered daily. This practice could be costly and time 
consuming but the workload information produced would be comprehensive, 
consistent and accumulative, allowing for comparisons to be made. The 
use of the computer for such calculations would seem feasible. 
Early attempts to calculate nurse staffing were looked at in terms of 
overall establishment figures. Originally this was done in terms of a 
ratio of nursing staff to patients or beds. 
16,17,18. 
This approach to 
calculating nursing establishments did not appear to be based on 
objective information or to take any of the factors which affect the 
nursing workload into consideration. An important criticism of this 
approach was expressed by Goddard: 
It does not take into account the varying needs 
of the patient, it includes in its numbers 
administrative and tutorial nursing staff and 
indeed it is purely an arbitrary assessment 
unsupported by factual evidence.19 
Subsequently, methods were developed which attempted to measure 
nursing workload on the basis of various factors which affect it. 
8. 
Some methods were used to provide information about establishments, 
others to measure nursing workload on a daily basis, and some for both 
purposes. The following review of attempts in Britain to design a 
method of calculating nursing establishments is ordered chronologically 
rather than by purpose. 
The finding that the difference in the amount of time spent in 
the basic care of patients is due to the physical dependence of the 
patient upon which many of the present day methods of calculating 
nursing establishments are based, was reported in The Work of Nurses in 
Hospital Wards which also stated: 
The degree of physical dependence of the patient 
in any ward has no conne 2 ion with the amount of 
technical nursing they may require. 
This was a report of a job analysis undertaken to answer the question 
"What is the proper task of the nurse ?" Continuous observation was 
carried out for one week each on 26 wards in 12 General hospitals. 
Work was divided into the following categories: 
a) Nursing - basic 
- technical 
b) Organisational - contact with other departments 
- internal ward organisation 
c) Domestic. 
Some conclusions reached in this study were: 
1. Nursing should be done by trained nurses not merely 
supervised by them. 
2. Although the medical care of the patient today calls 
for a skilled technical service from the nurse, it 
is in the satisfaction of the patient's human needs 
that her special province lies. 
3. Each trained nurse should be responsible for the 
total nursing care to a specified group of patients 
- a nursing unit.21 
It is worthy of note that in 1953 it was considered that nurses 
should be giving total care to individual patients. The above report 
9. 
did not discuss nursing establishments but the patient -dependency 
methods of calculating these are based on the finding that the amount 
of basic nursing care required by a patient was related to his physical 
dependency. 
One of the studies generated from that described above was: 'W'ork 
Measurement as a Basis for Calculating Nursing Establishments. "22 (The 
Leeds Study) This study was initiated in order "to study the day to 
day work of the wards and departments in two hospitals, with a view to 
determining the number of grades of staff required to satisfy the needs 
of the patients. "23 
The method used in this study was: 
1. Minute by minute observations of the work done in the wards and 
departments throughout both hospitals. 
2. Compilation of a complete job analysis: 
a) the work done by each grade of worker, 
b) the amount of time sFent in each functional area of work, 
c) analysis of this time into minutes per bed per work day. 
3. Mecording the work done for individual patients, classified by 
the ward sisters according to physical dependency of the patients. 
One of the conclusions reached was "that a unit of nursing time, 
, can be used as an aid to calculating the number of nurses and 
auxiliary nursing staff required to satisfy the day -time nursing needs 
of patients in the wards." 
The time unit suggested was 125 minutes per bed per day, including 
110 minutes for nursing, 10 minutes for personal time and relaxation 
and 5 minutes for domestic time. This finding was supported by further 
research. 
,Another conclusion was: "there is a distinct relationship between 
the amount of basic and technical nursing done in wards of like nature, "24 
10. 
a statement which differs from that made in 'work of Nurses in Hospital 
Wards "20about the amount of technical nursing. 
The Leeds study was undertaken to calculate the over -all nurse 
staffing required in a hospital. The otaff allocation to a particular 
ward would be done on the basis of the requirements of the special ty. 
The calculations provided information about day staff only, while it is 
suggested that two nurses per ward are sufficient for night duty. 
Calculating nurse staffing from an Index represented progress 
over the nurse /bed ratio approach in that it was generated from the 
actual workload undertaken by nurses. This Index did not allow for 
changes in the dependency rate as this was fixed. s standards of 
care were not described in this study, the subsequent calculation of an 
establishment could be based on inappropriate practice which could be 
due to lack of sufficient staff to implement desired standards or to 
lack of knowledge of appropriate standards. The establishment figures 
were based on a single measurement of workload over a set period of 
time: therefore changes in any of the long term factors which affect 
the workload would make the establishment figures inaccurate. 
Wolfe and Young described a method of calculating nursing work- 
load. They attempted to answer two questions: 
1. "Given a patient with varying degrees of care needs, how much 
direct bedside care is provided under current nursing practice ?" 
2. "How much time is required for all personnAl to perform the various 
tasks on a nursing unit ? "25 
By direct observation it was found that the times required for 
direct care were: self care .50 hours, partial care or intermediate 
care 1.00 hours, intensive care or total care 2.50 hours. In order to 
obtain an index, the number of patients in each category was multiplied 
by the times quoted. 
u. 
By random sampling it was found that the amount of time spent 
in all other activities for an eight hour shift was twenty hours 
regardless of the number of patients. The nursing workload, there- 
fore, equals the Index plus twenty hours. Pool staff, that is staff 
assigned daily from the nursing office, were to be used to balance 
staff with staffing requirements. 
The refinement in this method is achieved by incorporating three 
categories of direct patient care rather than by using an average 
patient dependency. Changes in technical care will be reflected in 
the calculated workload if the amount of technical care required by 
patients keeps the same relationship to the physical dependency as 
existed at the time of measurements. Changes in other short -term 
factors will not be reflected as they are included in the fixed twenty 
hours. It is particularly inappropriate that such factors as attending 
classes should be included in a daily average time as classes are not a 
daily feature. When classes are held, a considerable amount of time 
may be required for several staff members to attend compulsory sessions 
such as fire prevention demonstrations. Changes in any factors which 
affect workload in the long term would not be reflected by using this 
method, and any such change would render the workload information 
inaccurate. 
Barr26 described another method of calculating a nursing workload. 
His approach took into consideration the physical, technical and mental 
dependency of the patients. Using activity sampling and continuous 
patient observation, it was found that the ratio of time spent in basic 
and technical care in each of five care groups was the same as the 
number of the group. The five groups were: 
Care group 1 - Self care with a workload index of 1. 
Care group 2 - intermediate care 
ambulatory with a workload index of 2. 
Care group 3 - Intermediate care 
others 
Care group 4 - Intermediate care 
bedfast 
Care group 5 - Intensive care 
12. 
with a workload index of 3. 
with a workload index of L. 
with a workload index of 5. 
Thus group 5 required five times as much care as group one. 
The information was collected under several headings which included 
items that might be considered as basic andtechnical care; in addition 
there was one heading "Mental State" and another "fixtra staff required." 
The patients were divided into the five care groups depending on their 
inclusion under these headings. The workload index was calculated by 
multiplying the number of patients in each care group by the ratio of 
care required in each group. The data obtained by this method were 
processed daily for current information on workloads or retrospectively 
for long terra projections on establishment figures. 
Taken into account in the short term but rendered less precise by 
inclusion in set categories were: 
the number of patients, 
the physical and emotional dependency of the patients, 
the number of specific treatments which were listed. 
Not taken into account and therefore not reflected in the calcul- 
ated workload were: 
adminstrative activities, 
professional and union activities. 
As has been stated previously, certain of these activities do not 
occur daily but when they do occur, such activities as attending classes 
or assisting in doctors' examinations can greatly increase the workload. 
As the calculated workload was based on the average time spent in 
each care group at the time of the study, no changes in the factors 
which affect the workload in the long term would be reflected in the 
13. 
subsequent workload information provided. 
Other work based on this approach was: 
1. "Determining Nursing Establishments. "27 Norwich and Senior described 
an application in three hospitals as follows: 
A. Sisters filled in a form on patients' needs each day for ten 
weeks. 
B. The daily workload index was calculated. 
C. The hours required for the various workload indices were 
measured by direct observation. 
The proposed level of staffing was sufficient to give full coverage 95% 
of the time. 
2. Mulligan28 described 3arr's method of calculating a nursing estab- 
lishment and some uses to which the information can be put. These were: 
A. Monitoring patient care, 
B. Deployment of staff, 
C. Controlling the workload. 
D. Using available beds more efficiently. 
E. Long term planning. 
Two further studies based on patient dependency were undertaken 
in Aberdeen in 196729 and 1969;° (The Aberdeen Formula). The terms of 
reference for the studies were: 
a) "to undertake investigations at specified departments of selected 
hospitals in the region in order to ascertain the nursing workload. 
b) to determine the duties and responsibilities appropriate to various 
grades of nursing staff. 
c) to investigate ways of reducing the nursing staff workload; either 
by the introduction of new methods, procedures techniques, or by 
delegation to non -nursing staff. "31 
Nursing workload was divided into four categories: 
1)4. 
1. Basic nursing: the amount of time required for basic nursing was 
calculated for each of five categories and a factor of 1 assigned to 
the time required for a totally helpless patient. The factors for the 
other categories were calculated from this, thus: 
Bedfast /chairfast /totally helpless 1. 
Bedfast /chairfast /partially helpless .80 
edfast /chairfast /but not helpless .75 
Semi- ambulant .35 
Totally ambulant .30 
2. Technical care: the time required was calculated as a percentage of 
theoretical basic nursing time. 
3. Ward administration: the time required was measured in hours per 
week per patient. 
4. Domestic work: the time required was measured in hours per week 
per patient. 
From this basic information a formula was developed. However, 
in order to simplify the formula, the average dependency and the 
average number of patients were used rather than the actual number of 
patients in each category. 
Consideration was taken of the physical properties of each ward 
and layout adjustment factors were provided to accomodate for 
differences. 
.fin advisory group independent of the research team was given a 
remit to define an acceptable standard of care. The standard 
recommended was expressed in terms of the number of basic nursing 
procedures performed in 24 hours. 
There is a danger that the purpose of procedures may be disregarded 
when the frequency of the procedures becomes the objective. The 
quality of a procedure is inherent in its purpose; therefore it would 
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seem advisable to state standards in terms of the purpose of the 
activity. For instance, if the purpose of a daily bath is for general 
hygiene and comfort but daily bathing dries the skin excessively 
facilitating the development of breakages of the skin surface, then the 
purpose cannot be said to have been achieved. i.dequate hygiene and 
comfort in such a case may have been obtained with less frequent bathing 
but sufficient washing of those parts of the body which become most 
easily soiled and treatment for the dry skin. 
The Aberdeen Formula was devised for the calculation of day duty 
staffing only, it indicates that for night duty "... the calculation of 
numbers of staff required, must be based rather on consideration of 
numbers required to give adequate service. 32 This statement would 
seem to suggest that staffing on night duty can be based on professional 
judgement as was done previously with day duty staffing; but objective 
information about workload would help in decision making about night 
duty staff allocation. 
although these studies described an acceptable standard of basic 
nursing care, the resultant staffing information would be imprecise if 
the standards and/or nursing practice and /or administrative practice 
were changed. 
Bryant and Heron described a method of twice daily measurement of 
the workload of each ward. This method involves recording the physical 
dependency of each patient and a judgement of the technical nursing 
required in terms of general, skilled and specialty skills.33 The 
information was collected on data -captive forms which can be read by 
computer. The dependency category of the patient is determined by 
both his physical dependency and his technical nursing requirements 
which are based on professional judgement rather than on specific items 
of care. The use of nursing judgement to categorise the technical care 
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without defining it detracts from the objectivity of the information 
produced. The authors state, however, 
By making this a professional judgement which 
involves the nurse in thinking of the whole of 
the patient's needs, we are certain that her 
assessment will be less seriously influenced 
by factors such as shprtages of staff or 
imminent admissions.34 
The use of this-system as described by the authors was: "to 
monitor short -term variations in patient dependency; "35 and it is 
suggested that the calculations of nursing staff establishment figures 
necessitates a fundamentally different methodology. "36 However, it 
might be argued that the staffing requirements to accommodate daily 
fluctuations must be considered in long term nurse staffing predictions. 
In their study, technical care required by patients was not 
restricted to a pre -set list but was categorized on the basis of nursing 
judgement according to the level of staff required under the sub- 
headings: extensive, moderate and minimal. Therefore, in the short 
and long term, changes in nursing practice related to technical care 
was broadly reflected in the calculated workloads. Changes in other 
factors affecting the nursing workload in the long -term were not 
reflected. Other information provided by this approach was the level 
of staff required. 
Hearn described "4Ï methodology for exploring the relationships 
between patients' nursing needs and resources necessary to meet those 
needs. "37 This approach was originally tried in the United States and 
has since been used in Birmingham. Both experiences were described. 
It took into account such things as "reassurance of emotionally 
dependent patients and the rehabilitation of geriatric or disabled 
patients. "38 
The nurses' work was divided into three categories of care: 
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Direct care; care which is patient oriented, 
Indirect care; care which is group oriented and 
Routine care; care which is policy oriented. 
The procedure followed was: 
1. Identification of all items of care, categorisation of these items 
into direct, indirect and routine care. Division of direct care into: 
support of normal body functions; treatments, procedures, and obser- 
vations; and professional surveillance, patient education and 
rehabilitation. 
2. Identification of the work content of each item. 
3. Assessment of the skill levels required for each item as basic, 
skilled or technical, which will vary for each patient. 
4. Recording of dependency factors such as obese, heavy, incontinent, 
unable to communicate or unco- operative and movement in or out of the 
ward.39 
In the operation of the system nurses were asked to predict: 
"1. The patient's likely 'degree of self care' over the next 24 hours. 
2. The amount of professional surveillance he was likely to require 
during the next 24 hours. 
3. The treatments, procedures, observations, etc., ordered for the 
patient. 
4. Any dependency factors relevant to the patient."40 
This information was fed into the computer which had "built in 
allowances for probable admissions and discharges." 47- 
The output produced was: the patients' care groupings, the pre- 
dicted admissions, the predicted staffing needs for the three periods 
of duty and a list of high care patients and their locations. 
A daily quality control showed that when the actual staffing 
level was lower than the predicted staffing level, some items of care 
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were omitted. The first of these items related to ward adminis- 
tration and teaching, the second was acceptable standards of safety, 
and the third hygiene and general tidiness of the ward. 
This approach takes into consideration all the direct care 
required by an individual patient when placing him in one of five basic 
care groups and one of five tecinical care groups. The average time 
required in each care group was then multiplied by the number of 
patients in it. Thus although the individual patient is considered in 
that his care is taken into account, he is not considered as an 
individual in that he is placed into a category and an average time 
rather that an individual time is allotted in which to undertake his 
care. Change in nursing practice related to direct patient care would 
be grossly reflected in the calculated workload as it will affect the 
care groups into which the patient is placed but the amount of time 
alloted to a care group will not be affected. Changes in standards 
and /or nursing practice other than direct care would not be reflected 
in the calculated workload; thus the occut ence of any such changes 
would make the workload information inaccurate. Changes in adminis- 
trative, professional or union activities would not be reflected in the 
calculated workload. 
An application by the Eastern Regional Hospital Board of nursing 
dependencies based on two of the studies previously mentioned (Measure- 
ment of Nursing Care,42' Nursing Workload as a Basis for Staffing° 
and Nursing Workload per Patient as a Basis for Staffing44) provided 
both information about nursing dependencies and that required by 
research and intelligence groups.45 A colour coded nursing record for 
each patient facilitated the placing of the patient into one of three 
care categories according to his physical dependency, certain items of 
technical care, and his mental state. At the same time as the nurse 
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recorded the care that the patient has received, she predicted the care 
that the patient would require during the next twelve hours. From this 
information the ward officer could calculate the workload for each ward. 
The uses suggested for this information were: 
1. To predict workloads by extending the present workload information 
over the 24 hours. 
2. To establish a code of nursing practice in order to calculate which 
grades of staff were required for the various care groups. 
3. To reduce the workload by recognising premature admission or delayed 
discharge. 
L. To achieve equitable distribution of workload by rationalisation of 
admission procedures based on existing workload patterns. 
This approach considers certain needs of individual patients as 
listed on the report form but it does not consider the patient as an 
individual in that he is placed into a group and other care activities 
which he might require such as teaching, are not specifically included 
in the workload calculations. In the short term, the demands of other 
departments and attendance at professional and /or union activities are 
not included in the workload calculations. In the long term changes 
in nursing and /or adminstrative practice or changes in the physical 
environment would not be reflected in the accumulated workload 
information. 
Auld undertook her study ó in a maternity hospital. It is based 
on the care required by a patient with a normal delivery, the additional 
care required by patients with complications is considered and the ave- 
rage time for each element of care measured. Twelve precise steps 
were described by which to determine the establishment. 
It is suggested that this method could be applied to other 
hospitals but the complex diagnoses of patients in general hospitals 
would seem to make it difficult. 
This approach differs from the others in that it categorises 
patients by diagnosis. It takes into consideration the trends in 
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treatments developing over the past five years. As it was obtained 
from finite measurements, the information cannot show long term 
differences in the workload due to changes in any of the long term 
factors. 
Summary. 
Calculating long -term nursing establishments on the basis of a 
single descriptive study implies that the practices and standards in 
practice at the time of the study will be perpetuated, which is 
unlikely. Repetitions of particular studies would indicate changes, 
but in the interim the actual and the measured workload could have 
diverged. 
The use of the average time required for nursing care activities 
in conjunction with the average number of patients in particular care 
categories is satisfactory for long term projections. However, a 
nursing establishment must eventually be translated into daily staffing 
patterns, which if based on these averages would not reflect the actual 
workload on a given day. Therefore, the daily staffing might be 
unsatisfactory to meet the needs of the patients on that day. It would 
appear to be more acceptable to calculate the projected establishment 
from the accumulated daily workload information. 
The most recent methods described for calculating daily nurse 
staffing requirements are based on patient- dependency. The limitations 
of such an approach are: 
1. The method of collecting data is not sensitive enough to show the 
effect on staffing of the care required by patients as individuals or 
to show the amount of time spent by nurses in different activity 
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categories. The individuality of patients is not taken into account, 
because patients are placed into categories. Therefore, the time 
needed for any care specific to an individual patient is not considered, 
thus making the resultant information imprecise. The uniqueness of the 
patient is further concealed by the use of average times related to 
patient care. The difference between the time required for a specific 
patient and the average time could be important; it could happen that 
the time required for a large number of patients deviates in the same 
direction from the average thereby substantially affecting the number of 
staff required. 
2. The methods are inflexible in that they cannot accommodate changes 
in long term factors affecting the workload without further studies. 
As this approach of calculating daily nurse staffing requirements is 
based on current practice it cannot reflect changes in such practice, 
and therefore the effect of trends and /or modifications in practice would 
not be shown. For this reason the staffing data calculated would become 
imprecise. Monitoring of the type and frequency of activities at sel- 
ected intervals could show changes in practice which could then be 
incorporated into the system but such a practice would be time consuming 
and the information provided would still not be standardised. 
It is suggested therefore that nursing establishments should be 
based on the information provided from the accumulated daily measurement 
of the nursing workload calculated on the basis of the factors which 
affect that workload. 
If a nursing workload is the number of nursing staff hours required 
to provide nursing at a certain standard (including allowances for rest 
breaks etc.) then the first step in attempting to measure the nursing 
workload is to describe what nursing is, not only from what nurses do, 
but from the wider basis of what nursing should be. This provides the 
content for the next chapter. 
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CHAPTER 2. 
THE WORK OF THE NURSE 
Modern nursing is by no means limited to the 
giving of expert physical care to the sick, 
important as this is. It is more far reach- 
ing, including as it does helping the patient 
to adjust to unalterable situations such as 
personal, family and economic conditions, 
teaching him and others in the home and in 
the community to care for themselves, guiding 
him in the prevention of the illness through 
hygienic living, and helping him to use avail- 
able community resources to these ends.47 
Nursing is defined as a process of action, 
reaction, interaction and transaction whereby 
nurses assist individuals of any age group to 
meet their basic human needs in coping with 
their health status 
al, 
some particular point 
in their life cycle. 
The unique function of the nurse is to assist 
the individual sick or well, in the performance 
of those activities contributing to health, or 
its recovery (or to peaceful death) that he 
would perform unaided if he had the necessary 
strength, will, or knowledge. And to do this 
in such a way as to help him gain independence 
as rapidly as possible.49 
These descriptions of nursing, written over a period lmost 
forty years, sustain the idea that nursing is more than giving what 
tends to be called basic and technical care. The last two descriptions 
include references to "assisting the individual ". Henderson's philo- 
sophy5o has been accepted by the International Council of Nurses (I.C.N.). 
The important elements in it are: "assist", "individual ", "activities 
contributing to health ", "to gain independence as rapidly as possible ". 
Henderson lists lL needs which might be considered as activities 
contributing to health, which the nurse may assist the individual to 
perform. These are: 
1. To breathe normally. 
2. To eat and drink adequately. 
3. To eliminate by all avenues of elimination. 
14. To move and maintain desirable posture. 
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5. To sleep and rest. 
6. To select suitable clothing, dress and undress. 
7. To maintain normal body temperature by adjust- 
ing clothing and modifying environment. 
8. To keep the body clean and well groomed and 
protect the skin. 
9. To avoid dangers in the environment and avoid 
injuring others. 
10. To communicate with others in expressing 
emotions, needs, fears, etc. 
11. To worship according to his faith. 
12. To work at something that provides a sense of 
accomplishment. 
13. To play or participate in various forms of 
recreation. 
14. To learn, discover or satisfy the curiosity 
that leads to "normal" development and health.51 
If a need is uncomplicated by disease processes, a nurse may, if 
consulted, act independently to help meet the need. If, however, the 
need is affected by disease process then the nurse will usually act in 
consultation with a doctor. 
Although these needs appear to be discrets, factors which affect 
one need can affect them all, they cannot therefore be considered in 
isolation. Needs may be affected by physical factors, environmental 
factors, pathological factors and knowledge. 
Individualised care may be defined as an ideology of management 
of the care of a person on the basis of his unique needs, the objective 
being maximum independence from the necessity of such care. 
To assist in the practice of individualised care, the following 
questions may be considered in relation to each need: 
- Is there a difficulty in meeting the need? 
- Does the patient have a perception of the difficulty to meet the need? 
- If not, why is the nurse's perception different? Are the differences 
due to: awareness of the situation; theoretical knowledge; cultural 
factors either ethnical or work oriented such as hospital routines; 
Psychological factors related to the patient's physical state (disease), 
emotional state, level of consciousness and/or level of intelligence due 
to age or mental ability? 
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If the perceptions of the patient and nurse agree, further 
questions may be asked as follows: 
- Can the patient meet the need unaided? 
- Can the patient be taught to meet the need? 
- Is equipment and /or a change in the environment required to help him 
meet the need? 
- Is instruction in the use of equipment required? 
- If the patient is unable to meet the need, can his family and/or 
friends meet it? 
- Do they require instruction either in directly meeting the need and/ 
or in the use of equipment? 
- Can the patient meet the need with some professional help? Who 
would be most able to provide this assistance? Will the patient or 
the nurse do the consulting regarding the assistance? 
- If neither the patient nor his family nor his friends can meet the 
need and it must therefore be met by a member of the health team, 
which person or service is best equipped to meet the need? 
The responsibility of the nurse in individualised patient care 
is described below. The nurse should: 
1. attempt to understand the patient's perception of the need and 
function on the basis of this perception. Mutual understanding may 
be enhanced by discussing with the patient, local community or hospital 
practices. The patient will be better able to implement health 
practices which can be assimilated into his way of life. If the 
patient is mentally unable to express his own needs then the nurse must 
plan to meet those needs on the basis of the patient's culture as 
revealed by family, friends and/or ethnic or religious group. 
2. Teach "acceptable" health practices such as hygiene and immunisation 
to help improve the patient's knowledge so that he can make better 
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informed judgements about his needs. 
3. Permit the patient and /or his family and/or his friends to meet the 
need. If needs are met for the patient which he is capable of meeting 
himself, he could lose the ability to meet the need, thus becoming 
dependent and possible losing self- respect. Although reliance on 
family and /or friends makes a person less independent the loss may be 
less than if he were reliant on professional services. 
14. Facilitate the furnishing of equipment or a change in environment 
and instruct the patient and/or his family and /or his friends in the 
use of equipment. Some simple equipment such as walking aids may be 
at the disposal of the nurse. The supply of other equipment or 
environmental changes such as ramps for wheelchairs may require the 
co- operation of personnel in different health or social services. The 
availability of such equipment or changes in the environment might 
allow the patient to become more independent. 
5. Assist the patient and/or his family to meet the need. Assisting 
a patient to undertake an activity detracts less from his independence 
than doing the activity for him although this may take more time. The 
patient should be encouraged to participate as much as possible in the 
planning and executing of his own care. 
6. Plan with the patient and/or his family and /or friends the most 
satisfactory way of meeting those needs which cannot otherwise be met. 
This may involve; assembling equipment, executing the activity, 
cleaning the equipment and recording the activity. 
7. Refer the patient to another health and /or social worker if he /she 
has more expertise in a particular area. The contact might be made by 
the patient or the nurse depending on the ability of the patient and 
the current system of referais. 
8. Review the situation constantly and change her activities according 
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to the changes in the patient's needs and his ability to meet them. 
The above process of decision making should assist and permit 
the patient to become as independent as possible as rapidly as possible 
and may be called individualised patient care. appendix 1 shows a 
flowchart of the nursing process which might be followed in the practice 
of individualised patient care. 
There is much evidence that individualised care is not practised. 
52,53,54,55,56,57,58. Bendal159, Schmach, and Boylan61 discuss the 
need to change from practising routines to caring for the patient as an 
individual. This is supported by Lelean: 
The ward routine was shown to affect the care; 
each patient should be treated according to 
her needs and not made to fit into the routine 
of the ward.62 
The above references would seem to indicate that routines and the care 
of the patient as an individual are at the opposite ends of a 
continuum. at one end, strict routines for the provision of nursing 
care would be followed and the patient would have to conform. At the 
opposite end of the continuum would be no routines and the nurse would 
conform to the habits or customs of the patient. This practice would 
not seem feasible unless the nurse was employed to do private duty in a 
patient's home. The placement of nursing along this continuum may be 
determined by several factors, the first of which might be a belief of 
the nursing staff as to whether patients should be objects of or 
participants in care or treatment. A second factor may be the availa- 
bility of staff at certain periods of the day which may be affected by 
the times when staff are willing to work, the provision of transportation 
and other commitments of the staff. The times at which patients are 
served their meals may be determined by the hours worked by catering 
staff. The time at which doctors make rounds of the patients may be 
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affected by the time at which clinics are held or surgical operations 
performed. 
A third factor affecting the placement of nursing along the 
continuum may be the environment where the nursing takes place. In 
hospital the patient is away from his usual environment and may there- 
fore be less in control of the situation. The nursing staff in 
hospital are in a familiar situation and may therefore be able to have 
more effect on the planning of daily activities. In a patientts home, 
however, the nurse is the outsider and may have less control on the time 
when activities may be performed. The optimum time for effective 
treatment may also affect the "routineness" of the nursing care. For 
example, some medications are more effective if given before meals and 
some if given after meals. If there are several patients receiving 
medications at the same time a "routine" for distributing medications 
may have developed. At the other end of the continuum the individual 
patient would administer his own medications; but in hospital 
especially there are legal and safety factors which may require that 
medications be stored under lock. The ultimate in individual care in 
a hospital might consist of a patient receiving care or treatment when 
he wants it within the limits of the optimum time for treatment, getting 
up and going to bed when he desires and receiving individually chosen 
meals when desired. Conditions suitable for the provision of these 
activities are not necessarily impossible. For example, for a patient 
to receive care or treatment when he wants it, depends to a large 
extent on the number of nursing staff available to give the care. A 
patient in a single room is able to have the lights and radio on at any 
time without bothering other patients. The provision of a day room for 
patients, which some hospitals have, also permits this convenience to 
some extent. A service of meals on demand is not a feature in most 
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hospitals. However in a hospital where the patients are assigned to 
wards according to their physical dependency, in a minimum care ward a 
cafeteria type meal service might be the most efficient. In wards 
where many patients require assistance with their meals a more routine 
meal service might be the most efficient. The provision of these 
facilities where they do not exist would involve increased expenditure 
for equipment and /or space and /or staffing. 
The number and qualifications of the nursing staff might also 
affect the placement of nursing along a routine -individual care continuum. 
If only one trained nurse is available on a ward, her work might become 
a series of tasks to be completed at specific periods during the day 
and might be done in a routine manner, because certain tasks may only 
be done by trained nurses. The work which could be done by untrained 
staff would be assigned to them. This work could be carried out in a 
more individualistic manner. 
Another factor which may affect nursing care is the method of 
work organisation. Some of the various methods which are or might be 
used in the allocating of the nursing workload are: 
1. Task allocation. 
2. Team nursing. 
3. Patient allocation. 
4. Primary nursing. 
1. Task allocation is a system of assigning nursing activities by 
specific tasks usually on the basis of the qualifications and experience 
of the staff. It is thought to be an efficient use of staff in that 
all levels of staff can be assigned to tasks which they are competent 
to undertake. Staff working less than a full week and staff working 
less than a full day, can be easily assimilated. The teaching of 
pupil and/or student nurses under this system of allocation may be 
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thought to be beneficial in that learners can undertake tasks suitable 
to their level of training. On the other hand the fact that they do 
not get the opportunity to consider the total care of the patient may 
cause difficulties in their professional examinations if they are asked 
to denribe the total care of one patient. Task allocation and 
practising routines are closely related. The daily routine consists 
of a list of tasks to be completed at certain times during the day. 
Therefore, the completion of the task may become more important than 
the purpose of the task, which is the antithesis of individualised care. 
2. Team nursing is a system of allocating care in which the staff is 
divided into teams with a registered nurse as leader and other nursing 
staff as members of the team. Each team is assigned to a particular 
group of patients. The patient can be cared for as an individual with 
each level of staff contributing to that care under the supervision of 
the leader. For this system to be effective the team leader should be 
a full time staff member on the same shift for several consecutive days. 
It can be a drawback to using this system if considerable numbers of 
the staff work part -time. A team approach can be useful for teaching 
student and/or pupil nurses in the total care of the patient and in 
the direction of other staff members. Team nursing, can however, dis- 
integrate into task allocation within the team. 
3. Patient allocation is a system of allocating care in which each 
nurse is assigned to give complete care to one patient or a group of 
patients. Under this system each patient has a specific nurse whom he 
knows to be responsible for his care on a particular day. Fart -time 
staff may not assimilate well into this system, if their period of duty 
differs from that of other staff, in which case the number of patients 
assigned to full time staff would vary throughout the period of duty 
which could create friction. The patients would have two people rather 
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than one involved in their care, thus affecting the coherence of that 
care. 
Assigning the complete care of a patient to an untrained member 
of staff may be unfair to both the patient and the staff member; the 
patient may not be receiving the level of care that he requires and the 
staff member may be undertaking activities for which he /she is 
unqualified. Obversely, untrained staff members may not be assigned 
the direct care of a patient but may be assigned to assist a qualified 
nurse. The feasibility of such pairing of staff depends on the ratio 
of qualified to untrained staff. 
Pupil and /or student nurses working in this system can learn to 
appreciate the total care of the patient and to organise their own work. 
It may be thought that this system requires more nurses, but the exper- 
i.nce on one ward suggests that the system can be carried out with the 
usual number of staff.63 
14. Primary nursing is a modification of patient assignment in which 
one nurse is responsible for the planning and evaluation of the care of 
certain patients; other nurses are responsible for the giving of that 
care when the primary nurse is off duty. The patient knows who his 
nurse is. The nurse, too, is in a better position to know "her" 
patients and thus to help plan their care; a consistency can therefore 
be provided which might be lacking in other systems of allocation. 
This system of work allocation can be useful in the teaching of pupil 
and /or student nurses as they help to plan both the short and long term 
care of a specific patient. 
Primary nursing in this context should not be confused with 
the term primary care which may be defined as: the initial 
assessment, diagnosis and treatment of an individual. 
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Because of the various advantages and drawbacks of each system 
and in relation to the point along the routine -individual care continuum 
dictated by the various factors stated previously, the system of work 
assignment in use in any place will be largely determined by the number 
and mix of staff. 4 compromise between the various systems may be 
found to be the most efficient for the practice of individualised care. 
Points in favour of the practice of individualised care might 
include an improvement in the quality of life of patients and economic 
efficiency for the community. Discussions about the quality of life 
may tend to be subjective. however two factors which might be said to 
improve it are: the relief of pain and discomfort both physical and 
mental and the acquisition or maintainance of maximal independence. 
No studies were found to illustrate the effect of individualised care 
per se but some have shown results of individualisation of care in 
specific areas. 
Healy showed that those patients who received extensive pre -operative 
instruction had fewer complications, were more quickly on oral anal- 
gesics and had more early discharges than the control group.64 This 
may have a beneficial economic effect in relation to the number of 
hospital beds required. 
Hayward showed that pre -operative information given to individuals re- 
duced the incidence of pain and anxiety post- operatively.ó5 This result 
illustrates an improvement in the quality of life. 
Dumas showed that those patients who had their pre- operative stress 
relieved had a lower incidence of post- operative vomiting than control 
patients.66 
Elms and Leonard showed that "a patient centred nursing approach during 
admission" is more apt to alleviate distress than approaches emphasising 
attention to administrative or medical tasks.67 
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Wolfer and Visintainer demonstrated that an experimental group of 
children admitted for surgery where the children and their parents 
received "special psychological preparation and continued supportive 
loß 
care" showed less stress than the control group. These results showed 
an effect on the quality of life through the relief of pain and/or 
discomfort. 
Tierney's experiment in which she used individualised reinforcers in 
behaviour modification techniques in the toilet training of mentally 
subnormal patients also illustrates an improvement in the quality of 
life. It showed that lL out of 18 patients in the experimental group 
displayed a reduction of incontinence. 69 This group also showed an 
improvement in their general level of functioning in relation to other 
skills. In addition to this improvement "the amount of linen used due 
to incontinence decreased "70 and "the workload of the nursing staff due 
to management of incontinence decreased." 71 These last two results 
illustrate a potential small economic saving, as a decrease in the 
amount of linen used will have implications for the amount of linen 
required and the use of laundry facilities. A decrease in the work- 
load may release staff for other duties or decrease the number of 
staff required. 
More research into whether individualised care would be useful in 
showing the efficient use of manpower in terms of quality of life for 
patients and economics for the community. Such information would have 
implications in nurse education and in hospital management. 
If the accepted philosophy of nursing is one of individualised 
patient care and if there are benefits to both the patients and the 
community in practising this type of care; the question arises why 
individualised care is not practised. One answer advanced by Holder 
is: 
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When nursing was first established the techniques 
of nursing, and indeed the techniques of medicine, 
were few and far between. They were basic, they 
were pragmatic and the real value of nursing was 
seen in the support, the understanding, care and 
comfort of the person as an individual. It really 
was based on a human being meeting human needs. 
That was lost as nursing progressed, as 
medical science and technology increased, as the 
demands of nursing became greater, as the pace of 
work increased so that people became more and more 
absorbed with the tasks they had to p rform rather 
than the people they had to care for.'2 
Because of a generally held belief that there is a shortage of staff, 
some nurses may be under the impression that this applies to them and 
therefore that they can only give routine care, although this is not 
necessarily true. The practice of allocating work by tasks can become 
a vicious circle; due to perceived staff shortages, learners may be 
taught task allocation rather than individualised patient care, on the 
wards. They may therefore consider that task allocation is the recom- 
mended method of work organisation; and/or they may have no opportunity 
to learn how to administer any form of patient allocation. When these 
learners are qualified, they could then be unable to practise and/or 
teach individualised care even when there is sufficient staff; 
consequently the new learners would be taught task allocation as the 
method of work assignment which would thus be perpetuated. 
The question may be asked, what measures are necessary to effect 
change from task allocation to some other system which focuses on the 
patient. It would seem that there are two factors which might cont- 
ribute to such a change: 
The first is an understanding of and a desire to practise a philosophy 
of individualised patient care. If these have been lost over a period 
of time, the subject of individualised care could be introduced for 
discussion at unit and/or ward level meetings by the nursing officers 
and support could be given to those ward sisters who wish to introduce 
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it. Research reports and articles could be used as the basis for 
such discussions. 
The second factor which might contribute to a change in method of work 
organisation is an appreciation that there is sufficient staff to 
practise individualised patient care. If the nursing staff do not think 
that they have enough staff to discharge the perceived workload, whether 
or not this is an irrational belief, they cannot be expected to adopt 
new practices which they think will require more staff. If the nursing 
staff are confident that they have sufficient staff to undertake the 
present workload, they might be encouraged to try a different approach. 
To help give this confidence, a daily objective measurement of workload, 
stated in terms of the full time equivalent staff required could be 
provided to be compared with the full time equivalent of staff available. 
Summary. 
It has been argued in this chapter that while many nurses accept 
an ideology of individualised patient care, and indeed that the practice 
of individualised patient care may benefit the patient and the community, 
despite the possible benefits, individualised care is not generally 
practised. rossibly one of the reasons for failure to practise 
individualised care is a belief that to do so requires more staff; 
daily measurement of workload might help to demonstrate whether or not 
this is so. Such measurement should be based on the care required by 
each individual patient. The recorded plan of the care required by an 
individual patient is a nursing care plan; this is the primary instru- 




NURSING CARE PLANS 
,A nursing care plan is described as: 
A current written personalised plan for the 
individual patient. It indicates the kind 
of nursing he needs, how it can best be 
accomplished and the goals which nursing 
personnel hope to accomplish with the 
patient.73 
Nursing care plans were originally developed in the United States 
of America to assist in communication when, after World War II many 
non -professionals came into nursing service and team nursing was 
introduced.74 The professional nurse planned the care and recorded it 
in the form of the nursing care plan. The plan could be carried out 
by non -professionals. Another reason for the development of nursing 
care plans was the practice of transferring patients from one area of 
a hospital to another.75 Sending a nursing care plan with the phtient 
helped the receiving nurse to know what care the patient has been 
getting and therefore she was better able to continue that care. 
Since then nursing care plans have been used for assessing nursing 
care76 '77 and indeed they are required by the Joint Commission of 
4ccreditation of Hospitals in the United States.78 They are also useful 
for educational purposes,79 because student nurses can, under super- 
vision,plan and record the care of patients. 
It must be pointed out that most of the literature concerning 
nursing care plans originates from the United States and not from 
Britain. 
In Britain, upon the introduction of tha kardex system for 
recording nursing care, it was suggested that nursing orders should be 
recorded on a form in addition to that used for recording care and 
placed immediately above it. This practice was adopted in some wards 
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but the orders tend to be written as a list of tasks to be completed. 
Another method of recording the care to be given to patients is writing 
lists of tasks each day, such as a list of all the patients who are to 
have a certain type of treatment. 
The care planned for an individual should assist him to become as 
independent as possible as rapidly as possible. It is helpful, there- 
fore, if the written plan contains the following information: 
- the specific needs of the patient, 
- the prescribed ways of meeting these needs, 
- the objectives to be reached. 
The specific needs of the patient could be analysed in terms of 
the 14 basic needs described by Henderson and listed in Chapter 2.80 
As anything affecting one need may have an effect on others, no need can 
be considered in isolation. For example, a patient's ability to walk 
affects his need for assistance with elimination as a chair or bedfast 
patient will require the use of a bedpan or commode. However, the 
prescribed ways of meeting needs should not be simply a list of tasks 
to be completed. Comment on the patient's ability to meet the need 
and his personal preferences related to ways of meeting the need should 
be included. For example, rather than, "Hygiené :- bath daily - 
requires to be lifted into bath "; a nursing care plan might read: 
"Hygiene - bath daily - to be arranged for 2 hour after analgesics given. 
Mr. X prefers luke -warm water which he tests with his arm before being 
lifted into the bath. He is capable of washing himself, except his 
back, and prefers to be left alone." 
Short and long range objectives should be set which can be reached, 
for example, a patient who is learning to walk with a walking aid may 
have distance objectives set on a daily basis with a medium term 
objective of becoming independently mobile within the ward and a longer 
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term objective of becoming sufficiently mobile to move about his own 
home independently. Objectives should be reconsidered frequently as 
their suitability may be influenced by the patient's condition. Un- 
reachable objectives cause frustrations for both the patient and the 
nurse. 
Nursing care plans are a useful tool for the practice of individ- 
ualised patient care. This subject has been discussed in Chapter 2. 
Nursing care plans moreover, provide a uniform system of recording care 
to be given. This uniformity is particularly useful if nursing staff 
move between units in a hospital or between hospitals in a district. 
If each unit /hospital has a different system of recording, the possi- 
bility of errors or omissions due to lack of knowledge about the 
pertinent system may be increased. 
Nursing care plans also provide concentrated information about 
each patient which makes it easier for staff to locate and hence make 
use of the information. 
Initiating and modifying nursing care plans can be a learning 
experience for student and pupil nurses. This exercise would enable 
a learner to consider the total care of one patient. 
In discussing the use of nursing care plans some factors which 
should be considered are: 
- the purposes of the plans, 
- the information which might be recorded, 
- the location of the plans and 
- the cost of introduction and use. 
The main purpose for the introduction of nursing care plans 
might be to assist in individualisation of patient care. However, 
there may be secondary purposes such as maintaining a concise history 
of the nursing care received by a patient. This history may be useful 
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when transferring the care of a patient to another unit or between 
community and hospital. A nursing care history may also be useful for 
teaching purposes. If the nursing care plan is to be historical rather 
than contemporary, there are implications concerning the amount of 
recording space necessary. A? nursing care plan which contains only 
contemporary information may be recorded in pencil which can be erased 
as entries become obsolete, thus requiring less recording space. A 
nursing care plan containing historical information may require more 
recording space but will give a more complete picture of the care 
received by the patient. 
Another purpose of nursing care plans may be the recording of care 
required by patients in order to calculate the workload. 
The information to be recorded on the nursing care plan may be 
influenced by the level of independence of the patients. The less 
independent a patient is the more comprehensive nursing care he is 
likely to require and the more information will need to be recorded on 
his nursing care plan. 
For ease of reference to the nursing care plan comprehensive care 
may be divided into categories such as physical needs, social/emotional 
needs, needs related to diagnosis and treatment of disease and educa- 
tional needs. The care of less dependent patients may require fewer 
or no headings. 
For community nurses information about the location of a house 
and the directions for reaching and entering it may be required. All 
these factors will influence the design of the form. 
As confidential information may be recorded on nursing care plans, 
the location in which they are kept is important. Other factors which 
might influence the location of nursing care plans are their accessi- 
bility to the nursing staff and the physical structure of a ward. In 
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hospital wards nursing care plans may be kept with the nursing kardex 
in the ward sister's office which may not always be a readily accessible 
place, 
8l'82'and 
therefore consideration may need to be given to 
locating the kardex in a different place or to separating the nursing 
kardex and the nursing care plans. A nurse recording in the kardex 
can more readily refer to the nursing care plan if it is with the kardex. 
However, if the kardéx and nursing care plans are together only one 
staff member can consult them at a time. Therefore, separation may 
make access easier. 
Nursing staff may be reluctant to walk long distances to use the 
nursing care plans, therefore, consideration may be given in large wards 
to having nursing care plans located in several places throughout the 
ward close to the patients to whom they refer. 
Location of nursing care plans at the end of each bed may make 
access easy for the nursing staff but the confidentiality of the 
information would have to be considered if auch an arrangement were 
planned. 
The cost of the introduction and use of nursing care plans will 
be determined by the saving made by not using the former system of 
recording care and the expense created by the cost of printing the 
forms and the purchase of holders for the plans. The use of nursing 
time may also be a factor. If the previous system of recording care 
consisted of using several recording books, then the use of one 
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document may appear to constitute saving. However, the cost of 
printing in both instances must also be considered. If the nursing 
care plans are kept with the nursing kardex, no expense for holders 
would be incurred; whereas using separate holders would initially be 
relatively expensive. 
The effect on nursing time would also depend on the previous 
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system used. However, recording on the nursing care plan as 
necessary would appear to take less time than recording care for each 
patient daily. 
In practice, the procedures for using the nursing care plans 
might be as follows: 
On first contact with the patient the nurse could begin the nursing care 
plan. This would involve the nurse discussing with the patient the 
reasons which hamlbrought them into contact as well as any observable 
disabilities and the care thereby necessitated. Other information 
such as special diet, medications, etc. can also be elicited. .lifter 
the patient has been examined by the doctor further orders may be added 
to the care plan. 4s the patient's condition changes the nursing care 
plan will be updated. The person making these changes may be deter- 
mined by the system of work allocation. The ward sister may prefer to 
retain the responsibility for making changes on the nursing care plan 
and this should insure that correct information is recorded; it means 
however, that some information will have to be passed from a nurse to 
the ward sister before being recorded, thereby causing delays. To 
allow any nursing staff member to make new notations on the nursing 
care plans should help to give staff members the feeling that the plan 
is for their use. The ward sister should monitor the nursing care 
plans and in this way help her staff to make the correct additions. 
In team or primary nursing the responsibility for maintaining the 
nursing care plan is delegated by the ward sister to the team leader or 
primary care nurse. On discharge of a patient the nursing care plan 
might be kept with the patient's record or it might be sent to another 
agency to which the patient has been transferred in order to provide 
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communication of all the details of the patient's previous nursing care. 
Few people disagree with the idea of nursing care plans but some 
see problems in their use. One problem is the difficulty that many 
nurses appear to have in writing a plan,which results in many nursing 
care plans being inadequate. It is suggested that nursing administra- 
tors must give their support if improvements are to be made in this 
area.85'86'87' Another problem is the time required to complete the 
nursing care plan; which also requires the support of nursing 
administration. 
88,89,90 PaPisin believes that "nursing care plans 
are another communication burden imposed on the practioner by the 
theorist. "91 She believes that nursing care plans inhibit individua- 
lised care. Some of her criticisms may be justified btt they tend to 
be criticisms of the way that nursing care plans are used rather than 
criticisms of the concept of nursing care plans; for example, nursing 
care plans may be completed without consulting the patient or the 
information recorded on the plans may be incorrect. Nurses may not 
consult patients about nursing care plans because of a belief that 
patients are objects for treatment rather than participants in treat- 
ment. In such a situation the criticism should not be of the nursing 
care plans but of the attitude of the nursing staff. This situation 
can only be amended by discussing the attitude of the nurses and the 
use of nursing care plans. The use of nursing care plans should not 
be criticised because the information on them is incorrect. It seems 
reasonable to assume that nurses would commit to paper care that they 
believe to be suitable; therefore, if the care described is faulty, 
the mistake is more easily discovered if it is written. The situation 
can then be discussed with the nurse responsible, and in this way the 
nursing care plan can prove to be beneficial. 
As nursing care plans were seen by the researcher as the resource 
which contained basic information about the work of nurses from which 
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to calculate their workload, she initially inquired about their use in 
this country. Nursing care plans in the form described above were not 
being used in the group of hospitals where this research project was 
carried out. Some wards were using plain forms for recording orders; 
many other wards used a variety of books for recording such information 
as baths, dressings, weights. An ad hoc committee consisting of the 
Principal Nursing Officer, a medical ward sister from each of four 
hospitals in the group and the researcher was set up to discuss nursing 
care plans. This committee decided to design a nursing care plan and 
test it. The researcher decided that her role in the committee was to 
act more as a resource person than as a decision making participant 
because she believed that the nursing care plan should be designed by 
the people who were going to use it. The objectives determined for the 
nursing care plan were: 
1. To develop a more systematic way of thinking 
about and planning for patient care. 
2. To provide a standard to assist student 
nurses to think logically in regard to 
patient care. 
3. To provide a common pattern to facilitate 
orientation of student nurses around the 
group and the moving of all grades of 
staff between wards. 
4. To establish on the basis of the information 
provided about the nursing care required, a 
nursing establishment. 
5. To provide a tool for measuring the nursing 
care required by individual patients in order 
to develop a nursing establishment.92 
It was decided that the care given be categorised under eight 
general headings, which were: basic care, mobilisation, technical care, 
individual care, observations, tests and appointments and future plans. 
A form was designed and given a trial for one month on each of the four 
wards. Thereafter some changes were made in the design and headings, 
and the trial continued. The ward sisters felt that the nursing care 
plan was beneficial and that it should be tried in a wider area. The 
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committee was therefore increased to include sisters from other 
specialties and the nursing care plans were tested on their wards. 
The final headings and the description of the content to be 
described under each which were determined by the enlarged committee 
were: Basic Care and Personal Hygiene: Type of bath, bed, mouth care 
and self care or number of assistants, extent of help, etc. 
Diet: Type of diet, ability to feed self, etc. 
Plobilisation: ways of moving the patient and maintaining desirable 
posture, walking, sitting, lying and changing from one position to 
another. 
Technical care: procedures to be performed, dressings, intravenous 
fluids, oxygen, etc. 
Observations: temperatures, pulses, respirations, weight, fluid 
balance, observation of pupils, etc. 
Treatment by Medical Staff and/or Investigations: X -rays, lumbar 
punctures, eye clinic, etc. 
Special needs: problems with communication and how to overcome them, 
patient and/or family teaching, etc. 
Future Plans: plans for rehabilitation, outpatient appointments, 
terminal care. 
See Appendix 2 for the Nursing Care Plan and directions for its use. 
It was generally agreed that the nursing care plans had helped 
to decrease the workload but two ward sisters held the opposite view. 
It can be pointed out that on one ward seven work books of various 
kinds were discarded when the nursing care plans were implemented. 
The location of the plans was a point of discussion by the 
committee. It was decided that each ward should determine whether to 
keep the nursing care plans with the nursing kardex or separately. It 
appeared that with only one kardex available on a ward, the kardex and 
hence the nursing care plans were more difficult to consult; this was 
less of a problem if there were two or more kardeces - proximity of the 
nursing care plan and kardex was thought to facilitate comparison. 
)414. 
Some advantages and disadvantages of the nursing care plans 
discussed by the committee were: 
Advantages: 
1. One of the early advantages mentioned was that the night duty staff 
and staff coming on duty at irregular times found nursing care 
plans useful. The night staff felt better informed about the 
activities of the patients during the day and also obtained infor- 
mation about the long term plans for the patient. Staff coming on 
duty at irregular times were able to obtain information about the 
patients while waiting for report. 
2. Many staff members felt that the test and appointments section was 
useful possibly because the information was now in one easily 
accessible place. 
3. It was felt that the plans were of benefit to the clinical teachers 
as they were able to have a total picture of what the students 
should be doing for the patients to whom they were assigned. 
L. The nursing care plan was seen as a concise picture of each patient 
and his needs. Some of the information provided in the nursing 
care plan had been available in other forms but the plan amalgated 
this information and eliminated the need for re- writing it daily. 
The nursing care plan provided a structured document uniform through- 
out the group of hospitals. 
5. An additional method of communication was provided for those 
particulars about a patient which were not always passed along 
verbally. 
6. The nursing officers found it useful for obtaining information about 
the care of a patient, especially if asked by visitors before having 
an opportunity to make rounds. 
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Disadvantages: 
1. Insufficient space under some headings was an early and on -going 
problem in some areas. Different special?' es required different 
amounts of space under various headings, for example: medical 
wards required more space under Treatment by Medical Staff and /or 
Investigations than did surgical wards where more space was 
required under Technical Care. Different designs for different 
specialties would resolve this problem but the cost of producing 
different designs would have to be considered. 
2. It was seen that the use of nursing care plans could repress oral 
communication if allowed to do so. It was considered that this 
should not happen and that oral reports should still be given. 
3. The nursing care plan could be dangerous unless kept completely up 
to date. 
The senior nursing Officers were kept informed of the progress of 
the nursing care plans and eventually accepted the recommendation of 
the committee to introduce the nursing care plan throughout the Region.` 
They accepted the recommendation and the plans were introduced in all 
general wards in the group. 
Summary 
Nursing care plans provide a description of the care which nurses 
prescribe for their patients, based on the needs of the patient as an 
individual and the professional judgement of the nurse. Such plans 
were designed and introduced in the district where this research project 
was undertaken. Nursing care plans can be used as a source from which 
to determine the nursing care elements of the workload based on indivi- 
dualised patient care; this process is demonstrated in the next chapter. 
x this occured before re- organisation. 
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CHAPTER 4. 
A SYSTEN! Or' CiLCULATING NURSING WORKLOAD BASED ON 
INDIVIDUALISP.n PhTIENT CARE. 
In industry the allowed time for an activity is composed of several 
factors which are: the normal time for the activity, the rest and 
personal allowance, the process allowance and the special allowance.93 
As nursing is concerned with people with varying and individual 
needs, most of the nursing workload cannot be based on an allowed time 
for the performance of a specific repetitious activity. Few, if any, 
nursing activities are equivalent in execution when carried out for any 
two patients. A nursing activity may be influenced by the physical 
and /or emotional condition of a patient; therefore, the time allowed 
to undertake a nursing activity should be considered according to the 
specific needs of each patient. The time required for each nursing 
activity could be compared with the normal time calculated for an 
activity in industry. As the time allowed for nursing activities 
related to the direct care of a patient will vary with each patient and 
will therefore be determined on an individual patient basis, it does not 
seem feasible to add allowances for other factors to each unit of time. 
However, allowances can be included in the over all calculations. 
Some of the factors which influence the time allowances for rest 
and personal time in industry could also apply to nursing, such as: 
standing, abnormal position, use of muscular energy, close attention 
and, on night duty, bad light. It seems reasonable therefore to allow 
some portion of the total time for rest and personal allowances. 
A process allowance is an allowance of time 
given to compensate for enforced idleness.94 
Enforced idleness in nursing could be caused by three factors: 
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waiting for other services, such as meal trays; waiting for equipment, 
such as waiting for an available bath and waiting for assistance, such 
as waiting for a second person to help lift a patient. These factors 
could be affected by the availability and efficiency of other staff, 
services and equipment. 
Special allowances are divided into three sections: periodic 
activity allowances and interference allowances, which are concerned 
with machinery or tools. These allowances would relate to nursing 
only in a small way as generally nurses* tools are relatively simple 
and major repairs are undertaken by others. The incidence of the use 
of machines of more complex nature is relatively small except in 
certain areas such as intensive care units or haemodialysis units. 
Minor repairs to complex machinery may be made by nurses but any more 
serious breakdown would probably require immediate replacement of the 
equipment. The third section of special allowances i& contingency 
allowances; these are allowances to cover *'irregular occurences which 
are known to happen but whose incidence it may not be possible or 
economic to study."95 Irregular occurences are frequent in nursing, 
not only because nursing is dealing with people, bat because the physi- 
cal and emotional states of these people may be unstable. Therefore, 
it is suggested that a considerable percentage of nursing time is 
required as a contingency allowance. 
Nursing workload might be said to include: 4. normal time and a 
contingency allowance including allowances for personal time and 
enforced idleness. 
The concept of individualised patient care has been discussed in 
an earlier chapter. As the practice based on such a concept appears 
to have benefits for both the patient and the community, this resear- 
cher believes that nurses should participate in and encourage its 
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practice. Therefore, a system designed to measure the nursing work- 
load should be based on an ideology of individualised patient care 
which is the thinking underlying this research. In the proposed 
system the workload measurement is generated from the needs of indivi- 
dual patients. Such information may be described on a nursing care 
plan. 
The care listed on the nursing care plan is, however, only part 
of the work which is undertaken by nursing staff; there are other 
activities such as reports and rounds which occur; these can be called 
general ward activities. Some of these activities are done collecti- 
vely for patients, such as serving meals or recreational therapy. 
Others are supporting activities such as the giving and receiving of 
reports about the conditions of the patients. Still others, such as 
serving on committees and attending inservice education programmes, may 
be carried out for their long term effects on patient care. acti- 
vities listed on the nursing care plan and general ward activities can 
be called planned activities. 
Other activities undertaken by nursing staff may be precipitated 
by a change in the condition of a patient or may be generated by other 
staff or visitors. All such activities cannot be pre -planned and may 
be called unplanned activities. 
The time required for these unplanned activities may be compared 
with the contingency allowance. 
Planned activities may be defined as nursing actions which are 
scheduled to occur and therefore the occurrence and time required 
for these activities can be recorded, (with provisos about variability 
in times and occurrence ).Planned activities may consist of: 
1. Activities which are directly concerned with an individual, patient 
and are listed on his nursing care plan. 
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2. Activities which are undertaken at planned times for all or a 
of 
group4patients. 
3. Activities related to patient care which are not patient oriented. 
24. Activities related to the previously arranged admission of a 
patient. 
5. Activities related to routine housekeeping. 
6. Planned meetings. 
7. Planned inservice education. 
THE TIME REQUIRED FOR PLANNED ACTIVITIES. 
Activities which are directly concerned with an individual 
patient and are listed on his nursing care plan might include such 
activities as: bathing, changing a dressing, assisting with a lumbar 
puncture and teaching. As indicated previously, the time required for 
these activities may be affected by the physical and emotional condition 
of the patient; therefore, the time required for each activity should 
be considered in terms of the time required for the specific patient 
according to the judgement of the nurse. This time can be recorded on 
the nursing care plan. Changes in a patient's condition would 
necessitate changes on the nursing care plan and could affect the work- 
load. Some factors which might affect the stability of a patient's 
condition are: 
a) the effect of the disease which may be anticipated but unpredictable 
in detail, in which circumstances the effect cannot be included as 
planned care. 
b) investigations and /or treatments, including surgery, certain effects 
of which can be predicted. 
c) side effects of investigations and/or treatments which are unpre- 
dictable and therefore the activities generated cannot be included as 
planned activities. 
Activities which are undertaken by nursing staff at planned times for 
all or a group of patients could include: serving meals, distributing 
medications and recreational therapy. As shown in Figure 1 the time 
required for various components of these activities could be dependent 
on the number of patients and/or the number of staff involved; the 
more patients, the longer the time required. Certain activities 
require the same amount of time regardless of the number of patients, 
in which case the time required could be fixed. Therefore these later 
activities should be considered in terms of the time required for the 
various components of the activity. 
The total time required for planned activities can therefore be 
calculated from: 
A. the time required for each activity described on the nursing care 
plan. This time is dependent on the condition of each particular 
patient and is based on nursing judgement. 
B. the time required for general ward activities. This time can be 
calculated by listing, for a specific ward, the activities in this 
category and determining whether the components of each are affected by 
the number of patients and /or staff or are fixed regardless of the 
number of patients. The fixed times can be recorded; the times which 
are dependent upon the numoer of patients and /or staff can be calculated 
by multiplying the time per patient and /or staff by the number of 
patients and/or staff present at the time of the activity. 
The total of these times is the time required for planned activities. 
See page 51. 
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Figure 1 illustrates the factors which affect the amount of time 
required for some activities or parts of activities. 
FIGURE 1 
FACTORS WHICH AFFECT ThE MOUNT OF TIME REQUIRED FOR SOME ACTIVITIES 
















































































Unplanned activities may be defined as: activities which, 
although they may be expected to occur, are not within the planning 
control of nursing staff. Therefore the occurrence of and the time 
required for these activities cannot be pre -determined. Such 
activities might include: 
1. Communication initiated by others, 
2. Informal communication initiated by nursing staff, 
3. Activities generated by an emergency situation, 
4. Activities generated by an acute change in a patient's condition. 
5. Activities generated by expeditious changes in a patient's treat- 
ment or investigation plan, 
6. Inactivity due to waiting for other services, equipment or assis- 
tance, 
7. Activities related to emergency admissions, 
8. Activities related to the precipitant discharge of a patient, 
9. Activities related to general patient observation other than the 
specific observations described on the nursing care plan, 
10. Activities related to personal time exclusive of official breaks. 
11. Activities related to the demands upon nursing staff by other 
departments which might not have been previously discussed. 
The amount of time spent in communication which is initiated by 
others could include either face -to -face conversations, written 
communication or telephone conversations. This communication might 
be initiated by patients, other staff or visitors. A visitor may be 
defined as anyone not specifically attached to a ward, such as staff 
from other wards or departments or any person from outside the hospital. 
The number and severity of illness of the patients may affect the amount 
of communication initiated by others in that family and friends may be 
more apt to telephone and/or visit to request information about a 
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seriously ill patient. The number of requests for information may in 
addition be affected by the number of concerned family and/or friends. 
The number, severity of illness, ability to communicate and personality 
of the patients may also affect the amount of communication initiated 
by them. The number of other staff who attend the patient and 
communicate with the nursing staff may be affected by the number and 
severity of illness of the patients and the number of other hospital 
services which they require. Cultural and language factors may affect 
the amount of communication initiated by a patient and/or his family 
and friends. In some closely knit cultures many family members remain 
at the hospital when one of their relatives is admitted. The effect 
of communication on the nursing workload might be influenced by the 
availability of ancillary personnel such as ward clerks or receptionists 
who would probably screen telephone calls and visitors and undertake 
the completion of those resultant activities which would be within 
their control. 
Informal communication initiated by the nursing staff with 
patients, other staff and visitors could be face -to -face, by telephone 
or written. The amount of this type of communication could also be 
affected by the number and severity of illness of the patients. The 
number of other staff involved might depend on the amount of demand for 
their services which would not only depend on the requirements of 
patients but also on requests for supplies, repairs or administrative 
services. Another type of informal communication initiated by the 
nursing staff might be informal teaching. The amount of time spent in 
this activity could be influenced by the number of learners and the 
interest and availability of the trained staff. 
The number of emergency situations related to the severity of 
illness of the patients might be expected to vary with the type of wards 
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intensive care areas might be expected to have a higher incidence than 
long stay wards. Emergency situations might include: cardiac arrest, 
dyspnoea, haemorrhage, extravasation and accidents. Generally such 
events will add to the workload. Occasionally staff members and /or 
visitors may have an accident or become ill and therefore may require 
attention from the nursing staff. These events also add to the work- 
load. Other rare emergency situations of varying degrees of severity 
may be related to internal disasters, that is, a dire situation arising 
within the hospital such as a fire or a bomb scare. Such events 
pre -empt the usual work plans and may be handled by bringing a previ- 
ously planned emergency protocol into effect. 
Acute changes in a patient's condition other than an emergency 
could be the effect of the disease or of investigations and/or 
treatment or could be accidental. Examples of such changes could be: 
pain, vomiting, convulsion and depression. The occurrence of any one 
of these might be a single episode with no other effect or might affect 
the current plan for the patient's care as recorded on the nursing care 
plan. Such events generally add to the workload. 
Expeditious change in a patient's treatment and/or investigations 
might be due to a sudden change in the patient's condition or to 
increased knowledge of the condition through results of tests and /or 
examinations or consultation. The number of changes in patients' 
conditions may be related to the number and severity of illness of the 
patients. The effect of such changes on the workload would be addition 
to the workload of any time required to undertake the new activities 
and deletion from the workload of any time required to undertake 
activities which have been discontinued. The time of day of such 
changes would influence the extent of the effect on the workload; for 
example: if the activity is undertaken once a day and has already been 
completed, then there would be no effect on the workload. 
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Inactivity due to waiting for other services, equipment or 
assistance could be compared to the process allowance given in industry. 
The amount of time spent in unpredictable idleness might be influenced 
by the availability and efficiency of other services, the availability 
of equipment and the availability and efficiency of other nursing staff. 
The system of work allocation might have an affect on the availability 
of assistance from other nursing staff. If each staff member has her 
own assignment, assistance might be less readily available than if the 
staff work in pairs or teams. The ratio of available staff to required 
staff could affect the availability of other nursing staff to assist 
with the care of a patient. The availability of other services may be 
dependent on economic factors which influence the establishment, illness 
and absence of staff and the workload of the particular service. The 
availability of equipment may be dependent on repairs and maintenance 
of equipment, economic factors and the design of the ward. 
Unobtrusive observation of patients may be carried out by a nurse 
walking down a ward or in the process of some other activity. This 
type of observation is difficult to identify unless a nurse is seen to 
stop and observe something specific. The amount of ̀ time spent in such 
observation may be affected by the number of patients and their severity 
of illness. Such observations add to the workload and may generate 
other unplanned activities. Other 
is carried out in a hospital during 
patients are asleep but the nursing 
condition and as a safety precaution 
called General Observation. 
Staff in industry are given an allowance of time for personal 
needs; nursing staff have similar requirements. Some work agreements 
allow for official breaks which may or may not be included in the 
non -specific observation of patients 
the night when the majority of the 
staff observe for changes in 
This type of observation may be 
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working hours. If such breaks are included in the working hours a 
time allowance should be given. If such breaks are not officially 
permitted the time thus spent would constitute unavailable time; that 
is time during which the staff is not available for work. It might 
be argued that breaks are necessary to help relieve the tension created 
by nursing seriously ill patients. This need might be influenced by 
the number of patients, the severity of illness and the amount of care 
patients require. Nursing may also involve heavy lifting which may 
depend on the size, mobility and severity of illness of the patients. 
Long periods of standing and /or walking and concentration are also a 
part of nursing which may affect the amount of rest allowances required. 
Occasionally, sudden demands are made upon the nursing staff by 
other departments which, because of their nature, are accepted. Such 
circumstances may be due to poor communications on the part of the 
other department and should therefore be avoidable. 
An emergency admission may be defined as any admission which has 
been arranged on short notice or without notice. The effect of such 
an admission on the workload will be two fold; the work necessary to 
admit the patient and the work generated by the care required. All 
people admitted as emergencies are not necessarily acutely ill, so the 
amount of work created will be variable. Wards of different special- 
ties may expect different numbers of emergency admissions. The number 
of emergency admissions may be affected by the number of beds available 
and by the administrative practices which affect emergency admissions. 
A specific ward may be scheduled to receive emergencies on a specific 
day or admissions may be assigned to whatever bed is available within 
a specialty area, hospital or district. Emergency admissions will add 
to the workload in varying degrees depending on the condition of the 
patient admitted and the time of the admission in relation to that day's 
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workload. Rarely, an external disaster, that is a dire event outside 
the bounds of the hospital may occur which generates the emergency 
admission of a large number of patients simultaneously. The handling 
of such events supersedes usual practices and a pre- arranged protocol 
for disasters may be implemented. 
The precipitant discharge of a patient may be generated in four 
ways; death, transfer of a patient, self discharge or a sudden 
discharge by a doctor. The number of patients and their degrees of 
illness may influence the number of the first two kinds of discharge. 
The effect on the workload would also depend on the amount of care the 
patient had been scheduled to receive. Sudden discharges may be a 
result of: 
- poor communication on the part of the doctor who may have anticipated 
but failed to communicate an expected discharge. 
- important personal reasons may generate a discharge initiated by a 
patient; this type of discharge is unavoidable. 
- unavailability of equipment and /or services due to unforseen cir- 
cumstances such as a breakdown may generate the discharge of a patient 
in hospital for a specific purpose related to the relevant equipment. 
This type of discharge is also largely unavoidable. 
Precipitant discharges may affect the workload in too ways; the time 
required for "laying out" and /or the time required to complete the 
discharge are added to the workload. The time included in the work- 
load for the care which is no longer required is released from the 
workload. 
As the number and type of unplanned activities are influenced by 
many factors, it can be seen that the time required for unplanned 
activities cannot be calculated. 
The nursing workload will inevitably be unstable because of the 
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occuretnces of unplanned activities which are influenced by many 
factors and because planned activities may be changed after their 
incorporation into the workload. The effect on the workload of the 
cancellation of planned activities will depend to some extent on the 
time of day when cancellation occurs in relation to the time of day 
when the workload is calculated. Despite these problems, the work- 
load should be measured. Calculation of the workload throughout the 
day, particularly for the beginning of each shift might give maximal 
accuracy. However, such frequent calculation would probably involve 
"real time" computing. The time of workload information collection 
might be influenced by the time required to collect the information and 
to perform the calculations, which in turn might be influenced by the 
method of collection. If computerised nursing care plans are in use, 
a computer programme could be written to include the other information 
necessary and to calculate the workload. If computerised nursing care 
plans are not used but a computer is available other methods of input 
of the information contained on the nursing care plans and other 
information necessary to calculate the workload, could be considered 
such as mark -sense forms, punch cards and keyboard input. In such 
circumstances and if no computer is available, the information would 
require manual processing. The time required to process such infor- 
mation and the personnel available to undertake it might affect the 
time and number of collections. If ward clerks are available, 
collecting workload information could be part of their job description. 
If no ward clerks are available then the responsibility of collecting 
the information would possible devolve to the nursing staff. As such 
collections could not be expected to have a high priority amid the work 
to be undertaken by the nursing staff, collection times could be 
arranged to fit in most easily with the workload. Therefore it is 
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suggested that under these circumstances, these collections be made 
during the night. If workload information is collected during the 
night fewer changes will be likely to occur before the beginning of the 
morning shift. Alterations in planned care which occur after this 
time, other than alterations due to abrupt changes in the conditions of 
patients, are likely to occur later in the day after doctors' rounds 
and when test results have been seen. The difference in workload due 
to alterations in the planned activities will be the difference between 
the time required for planned activities which have not yet been 
implemented and /or which have been cancelled and the time required by 
the activities which have been added to the day's workload. As there 
may be some balance between these two factors, the actual effect on the 
workload may not be great. If the balance between the workload and 
available staff becomes disproportionate, staff may be re- deployed on a 
short term basis by nursing management. It is not anticipated that 
such re- deployment would be required frequently. The workload should 
be flexible enough to accomodate for some change in work scheduling. 
The extent of the flexibility may depend on routines which are fixed 
by factors outside of nursing influence and on the attitude of nursing 
staff to nursing routines. As this flexibility exists, some work can 
be rescheduled to suit the availability of staff and vice versa. 
It might be said that 
ie ime require 
for planned plus 
activities 
or, 
the time required 
for unplanned 
the percentage of 
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If the time required for planned activities has been recorded and the 
percentage of time required for planned activities has been calculated: 
the time required the fraction of 
for planned divided by time required for 
activities planned activities workloa 
The determination of the time required for planned activities is 
discussed in Section II, Chapter 2. The determination of the average 
percentage of time required for Planned and Unplanned Activities is 
discussed in Section II, Chapter 6. The use of this formula to 
calculate the workload on one ward is discussed in Section II, Chapter 8. 
When the workload is known, the number of full time equivalent 
staff required to cover the workload can be calculated by dividing the 
workload by the number of daily working hours of a full time staff 
member. 
There are factors other than workload which could influence the 
number of staff required, these are: 
a) the necessity of two staff members for certain activities, 
b) the necessity of relief staff for allowed breaks, 
c) the amount of general observation to oe done which might depend on 
the design of the ward, the conditions of the patients and the policies 
of management. 
These factors can be built into a formula for calculating the required 
full time equivalent staff by taking the higher number of: 
the full time equivalent staff required as indicated by the above three 
factors or 
the :Cull time equivalent staff required as indicated by the workload. 
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USES OF WJRKLO,AD INFORMATION 
At ward level, staffing information can be used for planning 
work on a daily basis. If the full time equivalent staff required is 
greater than that available, decisions about priorities of work will 
have to be made. Accummulated data over time may indicate that on a 
specific ward certain days generally require more or less staff than 
average. This information could affect the duty rota. 
The nursing officer within a unit or hospital upon receipt of 
the workload and staffing information could re- deploy staff on a daily 
basis to balance the required staffing;levels with the available staff. 
Pool staff could be used for this purpose. 
A long term discrepancy between the number of full time equivalent 
staff required and available might indicate a need for discussion about 
changing the workload or the available staff. 
Information accumulated over time about the full time equivalent 
staff required in a hospital could be used in calculating the nursing 
establishment. Factors affecting the nursing establishment might 
include: 
1. The number of staff required to undertake the annual workload. 
2. Trends developing in the workload. 
3. Allowances for statui'.tory holidays, annual leave and illness. 
L. Staffing allowances for administrative personnel. 
5. Staffing allowances for other departments such as theatres where 
the workload may be calculated on a different basis. 
6. Economic factors. 
The ward establishment could be calculated in conjunction with 
hospital establishment on the basis of the optimum number of staff to 
give the required staffing cover for a certain percentage of the time. 
This percentage might be determined by the degree of fluctuation of the 
workload. The total establishment places in addition to those assigned 
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to a specific ward could be filled with casual duty staff employed 
as pool staff or to cover for long term periods of illness and /or 
annual leave. 
The data used to calculate the workload can be manipulated to 
give other information. The time listed on the nursing care plan can 
be totalled for each patient to give the amount of time required to 
give direct care to that patient. This information would be useful to 
the ward sister for the daily assigning of work among the nursing staff. 
The amount and percentage of planned time spent in each work 
category can be calculated. The amount and percentage of time should 
be considered together as the percentage may fluctuate due to changes 
in other categories while the amount of time remains relatively the 
same. Daily differences would be expected to occur as some activities 
are not daily occurences; therefore weekly calculation is suggested. 
Over time changes and trends in the amount and percentage of planned 
time in the various categories would be illustrated. On a specific 
ward, innovations in practice might result in a different proportion 
of time being spent in some activity; if such changes are due to 
policy change, the effect on the workload could be demonstrated by 
these measurements. If unexpected changes are demonstrated, it may 
be desirable to discover the reasons for them. 
Differences in the percentage of time spent in various work 
categories on different wards could be due to the type of ward; 
surgical wards might be expected to spend more time in the technical 
category than medical wards. The priorities set by the ward sister 
and/or staff would also be reflected in the amount and percentage of 
time spent in various categories of care. Therefore two or more 
similar wards could be compared as to the amount and percentage of time 
spent in certain categories compared with patient satisfaction, job 
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satisfaction, etc. 
Hospital nursing staff may cover two or three shifts, and so the 
workload should be calculated for each shift. On day duty the work- 
load may be relatively evenly spread over the shift. This is not so 
on night duty, when there may be more planned work at either or both 
ends of the shift. The amount of this work may depend on the length 
of the shift and the structure of the patients' day. During the middle 
of the night the majority of patients may be expected to be asleep and 
few activities are planned. At this time the staff undertake general 
observation, the amount of time for which may be influenced by 
- the minimal degree of observation required, 
- the number of nurses available for additional observation on night 
duty, 
- the design of the ward, 
- the ability of patients to signal to the nursing staff. 
Because of the irregular pattern of work on night duty it may be nec- 
essary to examine the workload in two sections; first, those parts of 
the night when the greatest part of the planned work is undertaken and 
secondly, the middle of the night when it is expected that there are 
fewer planned activities. Possible ways of managing the irregular 
pattern of work on night duty might be: 
a) To change the shift pattern by having a shorter night shift. The 
bulk of the planned work might be undertaken before the night staff come 
on duty and after they go off duty. 
b) To have an overlap of staff between the day and night shifts during 
the time in which planned activities occur. 
c) To change the pattern of the patients' day, especially with regard 
to care given early in the morning. The time when this care is given 
depends to some extent on the time at which breakfast is served 
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which in turn determines the time at which patients are awakened. 
When calculating staffing hours available it may be important 
to give special consideration to two types of staff members, ward 
sisters and learners. 
Some of the activities undertaken by the ward sister differ from 
those of her staff. Such activities might include: arranging duty 
hours, assessing staff, orienting and teaching staff. It might also 
be expected that the ward sister would engage in or be engaged in more 
communication than other nursing staff. Therefore, the ward sister 
cannot be considered as being available to undertake the workload thus 
measured, for her full period of duty. She should be permitted some 
time to undertake her unique duties, indeed, the Leeds study suggested 
that only 20% of the ward sister's time should be considered available 
to undertake "actual nursing duties ".96 Some factors which might 
affect the amount of time which the ward sister requires for her unique 
duties might be: 
Arranging duty hours: 
- the system used for arranging duty hours which might be a fixed 
rotation system or the duty hours may be planned weekly or monthly, 
- the number of staff to be assessed 
- the number of staff to be oriented and taught, including learners 
- the availability of clinical instructors 
- the number of patients and other staff with whom communication is 
required. 
Student and pupil nurses by virtue of their learning roles are 
not comparable to full time equivalent staff. The amount of time which 
they require to undertake an activity may be affected by their degree 
of skill and the fact that they are being instructed. Their degree of 
skill and /or management policy might also dictate which activities 
they may undertake. This restriction might not affect the workload 
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if there is an optimum balance of trained staff and learners but if 
there is an imbalance in this ratio, the workload could be affected. 
Therefore, it is suggested that rather than being counted as full time 
staff, a learner should be counted as a percentage of a full time staff 
member. This percentage would require to be calculated from the 
additional time required by learners. 
Summary 
A system of measuring nursing workload based on the philosophy 
of individualised patient care has been described. The workload is 
based on the amount of time required for planned activities plus a 
percentage of time for unplanned activities. 
other information can be calculated. 




The project was designed to test whether the suggested system 
could be operationalised. For this purpose the following steps were 
taken. 
1. Selection of a hospital ward. 
2. Determination of the time required for planned 
activities. 
3. Determination of the percentage of time spent 
in planned and unplanned activities. 
4. Introduction and operation of the system by the 
researcher. 
5. Operation of the system by the ward staff. 
6. Extension of the system to other areas. 
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CHAPTER 5. 
SELECTION OF A HOSPITAL WARD AND OBTAINMENT OF PERMISSION TO UNDERTAKE 
THE STUDY. 
There were two major factors to be considered in selecting the 
hospital, the location of the hospital and the use of a nursing care 
plan. 
As it was important not to "over research" a particular hospital 
ands other research was known to be in progress in various hospitals, 
it was important to select a hospital in which this project would not 
interfere with on going work. 
The location of the hospital was also important for financial 
and transport reasons. The hospital had to be near public transport, 
ideally within the city limits. 
As the system required the use of nursing care plans for recording 
of the care required by a patient, it was important that the hospital 
selected used or was willing to use nursing care plans. 
It was preferable that the ward be a medical one as the researcher 
was more familiar with medical nursing practice. 
Permission to initiate the study was easily obtained. A local 
Principal Nursing Officer was approached by letter for assistance 
concerning a period of orientation to British nursing for the researcher 
and for information about nursing care plans. In the ensuing discussion 
it was decided to set up the committee to discuss nursing care plans 
described in Chapter 3. The Principal Nursing Officer also supported 
the request to the Chief Area Nursing Officer to do the research in one 
of the hospitals in the group; this request was granted. 
Having obtained general permission to undertake the research 
project, one of the ward sisters serving on the Nursing Care Plan Comm- 
ittee was approached by both the Principal Nursing Officer and the 
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researcher for permission to undertake the study on her ward. This 
request was also granted. The Senior Nursing Officer, having been 
kept informed of the situation by the Principal Nursing Officer, was 
apprised of the research in more detail. 
The ward selected was a 39 bed acute medical ward in a teaching 
hospital with both student and pupil nurses. The ward was situated on 
two floors and consisted of 5 patients' rooms. Figure 2. 
Figure 2. 
Plan of Ward 1. 























The beds were in theory divided in the following way: 
23 medical beds - 8 male and 15 female, 
16 convalescent gynaecological beds. 
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However, in practice only 8 beds were used for convalescent gynae- 
cological patients and the other 8 gynaecological beds were used for 
medical patients. 
The nurses worked three shifts divided into two periods: day 
duty and night duty. The hours worked by full time staff were 
0730 - 1630 early day duty 
1200 - 2100 late day duty 
2015 - 0745 night duty. 
For the purpose of calculation of required staffing hours the two day 
duty periods were combined. Two unpaid half hour meal breaks were 
allowed on each shift and a 15 minute tea break on the late day shift. 
The work assignment was generally by task allocation although the 
assignments were routine rather than specifically allocated. An 
exception to this situation was giving baths and making beds in the 
morning, when two or more nurses were assigned to a room or rooms. 
Other routine tasks during the day might be generally done by one 
grade of staff because of training or lack of training. For example, 
nursing auxiliaries do not take blood pressures and were therefore 
excluded from this task, otherwise all grades of staff assisted each 
other. 
It has been suggested in Chapter 2 that task allocation detracts 
from individualised care. As this study was undertaken to investigate 
a method of calculating nursing workload based on individualised patient 
care, it might be thought that a ward practising task allocation would 
not be a suitable environment in which to undertake this study. How- 
ever, as individualised patient care is an ideology and not a work 
prescription, it is the theory of the system of calculating nursing 
workload which is based on individualised patient care; in practice the 
method should apply to any type of work prescription . It was not the 
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intention of the researcher to influence either the ideology or the 
type of work prescription in the place where the study was carried out 
although it is realised that discussions about nursing care plans and 
individualised patient care might have some effect on the situation. 
The ward staff was told in detail about the research and their 
individual permission was requested to measure the amount of time that 
they spent in various activities. This was a continuous process as 
there was a turnover of both permanent staff and learners. Therefore 
as each new staff member came to the ward she was told about the 
research project and was asked for permission to be observed and to 
have her activities timed. There were no refusals. In order to 
preserve anonymity, the staff were coded by number. 
Patients had the research project explained to them at the time 
of the observations. It was impossible to do this in advance due to 
the turnover of patients. kis the focus of observation was the acti- 
vities of the nursing staff and not the patients, it was not thought 
necessary to obtain the consent of the patients although they were on 
the whole informed about the research. Some patients were deemed too 




DETERMINATION OF THE TIME REQUIRED FOR PLANNED ACTIVITIES. 
A variety of possible methods of eliciting the amount of time 
required for planned activities was considered. These weres 
A. Other studies of nursing workload might provide records of the 
amount of time required for certain activities. As ward design, 
provision of equipment and usual practices may be expected to vary 
from hospital to hospital, it was expected that such information might 
not adequately reflect the amount of time required for activities in 
the ward studied. 
B. The nursing staff practising the activity could be considered as a 
panel of experts and consulted about the time requirements for 
activities. This method was discarded for the following reasons: 
First, it was possible that the nursing staff would think in terms of 
elapsed time, not in man hours. Secondly, in order to use this 
method, it would have to be established that each respondent was using 
the same defin &tion for each activity. The third reason for dis- 
carding this method was the difficulty of determining adequately the 
timing per patient when this was relevant. 
C. The times required for certain activities might be recorded with 
the printed descriptions of these activities. It was thought that 
the School of Nursing might be able to provide this specific 
information, however it was found not to be the case. 
m Elapsed time is the amount of time from the beginning to the 
end of an activity excluding interruptions. 
c Man hours are the total amount of time expended by all staff 
involved in an activity. 
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D. The time taken for activities could be observed and recorded. 
This method would be more time consuming than any of the other methods 
considered; however, it would give more precise details about the ward. 
The times determined in this way would reflect the practices in effect 
and the physical structure of the ward. 
The last method was adopted. 
Factors to be considered in measuring the time required for 
planned activities are: 
A. The definition of each activity, 
B. The area of the observation, 
C. The factors which could affect the amount of time taken, 
D. The number of observations to be made, 
E. The equipment to be used. 
A. The definition of each activity. 
In order to measure the amount of time taken for an activity it 
was necessary to have a definition of each activity. For this reason, 
copies of the available descriptions of nursing procedures were obtained 
from the School of Nursing. These were not found to be suitable as 
they did not contain directions for some of the more frequent activities 
such as giving baths or taking temperatures. For this reason and 
because it was thought that even within activities there might be dif- 
ferences which could affect the amount of time required, it was decided 
to describe and time activities and classify them later. 
A decision had to be made regarding the beginning and end of each 
activity which required some appreciation as to the type of activity. 
There were three factors which assisted in determining what type of 
activity was about to start. une factor was nursing judgement. The 
researcher was a qualified nurse with several years nursing experience 
including four years as chairman of a procedures committee. Other 
factors were the ward routine and conversations by the ward staff 
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which indicated the activity about to start. An activity was judged 
to begin and hence timing was commenced, when: 
a) a staff member or members approached a patient to begin an activity, 
b) a staff member or members started to obtain the equipment necessary, 
c) the appropriate staff met for an activity in which no patients were 
involved. 
The completion of an activity might be indicated by the commen- 
cement of another activity by the nursing staff involved or by the 
recording of the activity and /or replacement of the equipment. How- 
ever, any activity might be discontinued temporarily, for example: 
when a patient was given a basin for washing, the nurse could distribute 
other basins while the first patient was washing, then return to remove 
and clean the first basin. The actual completion of an activity was 
based on nursing judgement. 4 bath, for example, was considered to be 
completed when the patient's bed was made, his unit tidied and the 
patient returned to a suitable location dressed in day clothes, if 
appropriate. Attention to hair and nails were included in the activity 
if they were undertaken. The aggregate of an activity might include 
talking with the patient, preparing equipment, performance of the 
activity, cleaning and replacing equipment and recording the activity. 
Observations which were similar in content were grouped and defined as 
an activity. 
B. The researcher's observation point. 
Some nursing activities might be undertaken by more than one staff 
member. In such an event the various staff members concerned might be 
in different locations, for example, one staff member may have prepared 
the bath while another assisted the patient to walk to the bath. 
Therefore, it was necessary to site the observer where she could at 
least be aware of the location of all staff participants even if she was 
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not able to see them. Bedside curtains are drawn for some activities 
and other activities occur behind closed doors. If the observer was 
sited behind the curtains or doors it would have detracted from patient 
privacy and a person extraneous to the needs of the patient would have 
been present at interactions taking place between the patient and 
staff member; this situation might have inhibited discussion. If the 
observer was behind bedside curtains or doors the amount of space 
available to the nursing staff in which to undertake the activity would 
have been decreased. When any staff member left the enclosed area the 
observer would have had to follow in order to note if that staff member 
was continuing with the activity or taking up another; this movement 
into and out of the area might have been distracting for both the 
patient and the staff. Therefore it was decided that the observer 
shoald not intrude behind the bedside curtains or behind closed doors. 
This position would detract from observation of the part of the activity 
occurring behind the curtains but it would permit better observations of 
the part of the activity occuring outside the curtain. 
C. Factors which could affect the amount of time taken. 
The amount of time required to undertake an activity may be 
affected by several factors. These are: 
i) the amount of training and experience of the staff member under- 
taking the activity, 
ii) the condition, age and sex of the patient, 
iii) the design of the ward, 
iv) the equipment available, 
v) the standard of care, 
vi) the effect on the staff of being observed. 
i) It was expected that learners would take longer to complete an 
activity which was new to them or if they were being instructed or 
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supervised for an activity. Therefore, it was decided where possible 
not to observe learners on their first ward or other learners who were 
being taught, supervised or doing an activity for the first time. It 
wes not possible to omit these learners if they joined an activity 
already in progress or when the activity was one in which all staff 
participated such es serving meals. 
ii) The fact that the condition, age and sex of a patient may affect 
the time required for an activity has already been discussed. As the 
amount of time determined for activities which would be so affected 
was for a guideline only, it was acceptable that the measurements be 
affected by these factors. 
iii) Individual wards might have different designs and therefore, the 
amount of time required to obtain and/or set up equipment may vary from 
ward to ward. As only one ward was under observation this factor 
would be included in the amount of time measured for an activity on 
that ward. 
iv) Factors such as variable height beds might affect the amount of 
time required. On a ward where only one type of a piece of equipment 
was used, the effect of the equipment would be included in the ward 
time measured. Where different types of a piece of equipment existed 
on one ward it would be desirable to determine separately the amount of 
time taken using each type of equipment. 
v) The observer was not able to judge the needs of any patients; 
therefore she was unable to determine the standard of care given. The 
definition of a particular activity depended on the number of obser- 
vations of an item of care which contained the same elements; if an 
item of care was observed only once or twice to be done in a certain 
way, it would not be constituted as an activity. If the content of an 
activity was frequently observed to be similar it would be constituted 
as an activity. In this way the present standards of care 
76. 
related to the completeness of an activity were incorporated into the 
definition of the activity. 
vi) Possible reactions to be expected from the staff due to being 
observed might be: 
- an increase in the speed at which work is performed due to nervous 
reaction or to demonstrate "efficiency ", 
- a decrease in the speed at which work is performed due to a negative 
reaction to "work study ", 
- a decrease in the speed at which work is performed due to a desire to 
maximise the amount of time allowed for an activity, 
- a decrease in the speed at which work is performed due to a desire, 
conscious or unconscious, to improve the "quality of care ", 
- no change in the speed at which the work is performed. 
In order to minimise the effect of an increase or decrease in the speed 
at which work was performed, the first three days of observation were 
discarded as it was expected that any change in the speed of work would 
not be continuously maintained. This practice also allowed time for 
the observer to gain experience. 
D. The number of observations to be made. 
Two factors which influenced the number of observations of each 
activity were; first, that only one observer, the researcher, was 
available. As realistically she could only observe for a limited 
period in any one day, it was decided that observations would take 
place at the convenience of the researcher but covering the 2)4 hours of 
the day. In this way an activity which occurred once in 24 hours could 
be observed. The second factor affecting the number of observations 
made was that some activities would be undertaken more frequently than 
others. Some activities such as baths tend to be daily events and 
some activities such as taking temperatures tend to occur more 
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frequently. These types of activities would be easily observed. 
Other activities such as wound dressings occur less frequently; there- 
fore it would be difficult, if not impossible to obtain many 
observations of this type of activity. It was decided initially to 
observe at least ten incidents of each activity with the exception of 
those activities which occurad so infrequently as . to make this 
impossible. 
E. The equipment to be used by the researcher. 
It was decided to measure the time taken for an activity to the 
nearest minute. It was thought that greater accuracy would be diffi- 
cult to achieve particularly for activities undertaken simultaneously 
by two or more staff members. The timings determined to be used as 
guidelines only, did not appear to require accuracy greater than to the 
nearest minute. The watch used to measure the time could have been 
either a stop watch or an ordinary wrist- watch. As a stop watch would 
have added to the costs and as the degree of accuracy provided by using 
a stop watch was not required, it was decided to use a wrist watch. 
No extra cost was involved and sufficient accuracy could be obtained. 
A wrist watch would be easier for the observer to use and it was 
thought that it would be less threatening to the staff under obser- 
vation. 
The only other equipment needed was a clipboard to support the 
collection forms. 
The collection of the data. 
The information collected in order to determine the time required 
for planned activities was: 
- the date, to help identify each observation, 
- the time to the nearest minute at which a staff member commenced, 
joined, left or finished an activity, 
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. the code number of the staff involved to compare the time required 
by different staff members and different levels of staff, 
- the bed number or hospital number of the patient involved, to compare 
the time required by different patients, 
- a description of the activity, to aid in defining the activities. 
The amount of time required for an activity may be measured in 
elapsed time or in man hours. The elapsed time was calculated when 
the activity was not influenced by the number of staff; for example, 
giving the change of shift report required the same amount of time 
whether given to three or five staff members. Man hours were calcul- 
ated when the elapsed time was affected by the number of staff who were 
undertaking the activity; for example, serving tea took less elapsed 
time if undertaken by two staff members than if it were undertaken by 
one. When either of these measurements was affected by the number of 
patients, the amount of time measured was divided by the number of 
patients; for example, the amount of time required for both giving 
report and serving tea depended on the number of patients involved. 
The number of patients was not involved when setting up trolleys for 
serving meals. 
Copies of one period of the information recorded for one day duty 
period and one night duty period are shown in Figure 3. 
Occasionally the observer missed an observation as illustrated in 
Figure 3 items 11 and 12, and these observations were then discarded. 
The completed observations were transferred to a form as shown in 
Figure 4 in order to calculate the amount of time spent by each parti- 
cipant in each activity and the total time taken for an activity. The 
information was then transcribed to an individual form for each activity 
such as the one for Rounds with the night charge nurse shown in Table 1. 
Ten observations of this activity were made. ,Although two staff 
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members participated the amount of time was not affected by the number 
of staff participating. However, the number of patients might have 
affected the amount of time taken, therefore the elapsed time was 
divided by the number of patients. No mode appeared; therefore, the 
mean of .22 minutes per patient was accepted as the amount of time 
required for the day and night charge nurses to make rounds of all the 
patients in the morning. 
As was expected, the amount of time measured for some activities 
varied considerably. Possible reasons for such differences are those 
listed in this chapter as factors which could affect the amount of time 
taken. 
As in many activities various grades of staff worked together, it 
was not possible to determine if the amount of training or experience 
affected the amount of time taken. Other activities were generally 
undertaken by one grade of staff. Exceptions to this situation were 
the activities entitled: "Turn patient ", "Feed breakfast and supper" 
and "Blood pressures ". The amounts of time taken for all of these 
activities by different grades of staff were similar although the 
number of examples was too small for statistical analysis. Therefore 
no conclusions could be drawn about the effect on the amount of time 
taken for an activity when it is done by different grades of staff. 
Statistical Measures Used. 
For each of these activities the Mean, Mode, Median and Standard 
Deviation were calculated. When a mode of more than one unit existed 
it was selected either as the figure for the suggested amount of time 
provided to assist the nursing staff in making judgements about the 
amount of time required for a specific patient or as the fixed time per 
patient /per activity for general ward activities. When no mode or a 
mode of only one unit existed the mean was used for the same purposes. 
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FIGURE 3 






Description of activity 
8 1046 10 Turn on steriliser, upstairs for savlon 
- unable to find 
1048 10 back. Wash commodes 
1054 clear counter and scrub 
1057 wash incontinence pants 
1058 change dirty linen bags 
1058 finished downstairs sluice 
9 1058 10 carry flowers into sluice - spill water 
1100 mop floor 
1100 get remaining flowers 
1103 carry flowers out to ward - return with 
trolley 
1104 away to help patient out of bed 
1106 clear trolley 
1106 back - clean emptied vases 
1107 for ward 2 flowers 
1110 out to ward 
1113 finished downstairs flowers 
10 1238 1 Rounds with doctor 
1306 away - back 
1325 rounds finished 
11 1357 7 set up trolley - cups, milk 
1400 away - talking to sister 
1401 7 back - 
140 2 7 away 
1421 7 back - kettle on 
waiting 
1425 7 back - check kettle, put on plates, make 
tea 
1429 7 away - bedpan 
1429 7 back - set out with trolley - back to 
kitchen for saucers 
7 away - to help put patient back to bed 
1431 7 back 
1433 7 away - report 
12 1420 7 sort menus 
1420 away 
13 1434 Afternoon report. 1 sister, 1 enrolled 




Form onto which observations were transferred for the calculation of 
the amount of time spent by each participant in each activity and the 















- 10 10)46 start 
1058 finish 
12 
9 attend to 
patients' 
flowers 
- 10 1058 start 
1104 away 
1105 back 
1113 finish 1)4 
10 rounds with - 1 1238 start 
doctor 1325 finish 47 
11 serve teas - 7 1357 start 
1400 away incomplete 
1401 finish 
12 distribute - 7 1420 start 
1420 away incomplete 
_13 afternoon - - 1434 start 
report 1440 finish 6 
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TABL.ß 1. 
Form used for recording the amounts of time observed of "Rounds with 
the night charge nurse" and subsequent calculation of the amount of 



















19 July 1 1,? 6 28 .21 
6 Aug. 1 1,? 4 21 .19 
28 Sept. 1 1,? 8 29 .28 
23 Oct. 1 62,? 5 27 .19 
2 Nov. 1 1,? 6 26 .23 
14 Dec. 1 1,? 6 25 .24 
16 Jan. 7 4,36 7 38 .18 
18 Jan. 9 3,42 7 39 .18 
24 Jan. 16 1,36 9 39 .23 




Standard Deviation .05 
Table 2 shows the measurements of the amount of time taken to 
weigh a patient who was capable of getting on and off the scales without 
assistance. This example demonstrates an activity done by one staff 
member; hence, the elapsed time was used for the calculations. As a 
mode of 2 minutes was demonstrated, the amount of time suggested for 
this activity was 2 minutes. The median and mean (if taken to the 
nearest minute) were identical to the mode. 
Table 3 shows the measurements of the amounts of time taken to bath 
a patient in bed when the patient remains in the bed while the bed is 
being made. 
The amount of time taken for this activity is affected by the number 
of staff; therefore, man hours were used for the calculations. There 
was no mode but the mean and median were within one minute if taken to 
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TABLE 2 
Amount of time taken to weigh a patient capable of getting on and 
off the scales unaided. 
Weight - Bring scales to patient 
Patient on/off scales without help 
Record weight 










ANY RELEVANT ADDITIONAL 
INFORMATION 
1 May 4 1( 
6)6 
1 
23 May 27 71011 3 
23 May 27 71267 2 
23 May 27 2(2) 4 
1 June 21 7409 2 
8 June 27 71267 2 
8 June 27 11293 2 
8 June 27 71709 1 
12 June 30, 28 7409 2 
29 June 10 2(2) 3 
19 July la 72175 4 




Standard Deviation .97 
Bed number, i.e. Room 1 , Bed 6. 
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TABLE 3. 
Amount of time taken to bath a patient in bed when the 
patient remains in bed. 









ANY RELEVANT ADDITIONAL 
INFORMATION 
10 May 26,8 2( 
2) 
26 
15 May 27,9 71433 22 
18 May 6,23 2(2) 48 Patient had intravenous 
infusion 
22 May 26,29 2(2) 40 Patient had intravanous 
infusion and oxygen 
23 May 27,1, 2(6 38 Acutely ill, Nasogastric 
5 tube, suction 
5 June 22,25 71684 , 48 
16 July 1, 46 2(1) 22 
19 July 1,29 27 16 
19 July 6,45 71495 39 
6 Aug. 32,10 72314 29 
Mean 32.8 
Mode - 
Standard deviation 10.75 
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the nearest minute. The guideline for this activity was 33 minutes. 
Table 1 shows the measurements of the amount of time taken to 
make rounds of all the patients by the night and early day charge 
nurses. The amount of time taken for this activity is affectéd by the 
number of patients but not by the number of staff. Although two staff 
members are involved it must be noted that each is working on a 
different shift. As this was a General Ward Activity the time was 
fixed. There was no mode, the mean and median were identical, there- 
fore, the amount of time fixed for this activity was .22 minutes per 
patient on both day and night shifts. 
The amounts of time required for 42 activities were determined 
from at least 10 observations; the amounts of time suggested for 24 
other activities were derived from less than ten observations. All 
results were discussed with the Ward Sister who agreed with all but one. 
The exception was to be used as a guideline only and the amount of time 
indicated for the activity was not changed. 
The amounts of time required for other activities which had not 
been observed were discussed with the Ward Sister and suggested amounts 
of time set, either on the basis of the number of observations made 
and /or professional judgement. All these activities involved direct 
care to the patient. An example of an amount of time set by profes- 
sional judgement would be the amount of time required to administer a 
glucose tolerance test which was arrived at in the following way: 
Giving of glucose drink 10 minutes 
Obtaining blood and urine specimen 
every half hour for two hours, 





The guideline time for giving a drink to a patient was Li minutes. In 
a glucose tolerance test there were two additional components, preparing 
the drink and re- explaining the procedure to the patient. Therefore, 
10 minutes was thought to be suitable for this part of the test. An 
ordinary urinalysis required an average of LG minutes, an extra minute 
was given for packaging and labelling the specimens for the test; to 
give 5 minutes for each specimen. The total time required could be 
adjusted for each individual patient and for the number of urine 
specimens required. 




DETERMINATION OF THE PERCENTAGE OF TINE SPENT IN PLANNED 
AND UNPLANNED ACTIVITIES. 
There were two possible ways of measuring the percentage of time 
spent in Planned and Unplanned Activities: activity sampling and 
continuous observation. Activity sampling might give more information 
as more staff members would be included in the observations but due to 
the many interruptions to nursing activities might be less accurate. 
Also, it might be difficult for the observer to differentiate between 
Planned and Unplanned Activities on short observation. Continuous 
observation would give less information in that fewer staff members 
would be observed but the information might be more accurate. There- 
fore it was decided to use continuous observation. 
The anount of time available for observation was limited by the 
fact that only one observer, the researcher, was available. Because 
of this restriction and, in order to obtain the broadest picture of 
the ward possible, it was decided to observe each permanent member of 
the ward staff for one complete period of duty. The exception to this 
plan was the Ward Sister; as her job was seen as being unique it was 
decided to observe her on five occasions. Learners, not on their 
first ward, who had been on the ward for more than one week which would 
allow them to become accustomed to the presence of the observer, were 
also to be observed. 
To have observed each staff member for less than a complete period 
of duty would have provided a less accurate description and would have 
required more time. An activity could take place at different times 
on different days. If the period of observation of a staff member was 
divided over several days, the same daily activity might be observed on 
more than one occasion. This circumstance would have increased the 
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apparent amount of time in Planned activities. Therefore, it was 
decided to observe each staff member over their complete period of duty. 
Each member of staff was approached individually for permission to 
obtain and time her activities. There were no definite refusals 
although there was one request not to observe a staff nurse when she 
was in charge of the ward but permission was given to observe her when 
she was not in charge. 
On day duty 12 staff members were observed for one period of duty 
each, 8 were on early duty and 4 on late duty, which was the average 
number of staff on each period of duty when the observations were made. 
Apart from the Ward Sister who was in charge when she was on duty only 
two other staff members were observed when they were in charge of the 
ward, both these occasions occurred on late duty. The numbers of staff 
observed in each grade of staff can be seen in Tables 4, 5 and 6. 
TABLE 4 
of staff in observed, on early duty, excluding 
the ward sister. 
GRADE OF STAFF AVERAGE NUMBER OF STAFF IN 
EACH GRADE ON DUTY DURING 
OBSERVATIONS 
NUMBER OF STAFF IN 
GRADE OBSERVED 
STAFF NURSE .75 1 
ENROLLED NURSE .75 1 
STUDENT NURSE 2.80 2 
PUPIL NURSE .40 1 
NURSING AUXILIARY 2.60 3 
ALL STAFF 8 8 
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TABLE 5 
Number of staff in each grade who were observed on late duty. 
GRADE OF STAFF AVERAGE NUMBER OF STAFF IN 
EACH GRADE ON DUTY DURING 
OBSERVATIONS 
NUMBER OF STAFF IN 
GRADE OBSERVED 
STAFF NURSE .5 1 
STUDENT NURSE 1.7 1 
PUPIL NURSE .25 0 
NURSING AUXILIARY 1.50 2 
ALL STAFF 4 4 
TABLE 6 
Number of staff in each grade who were observed on night duty. 
GRADE OF STAFF AVERAGE NUMBER OF STAFF IN 
EACH GRADE ON DUTY DURING 
OBSERVATIONS 











ALL STAFF 4 10 
On day duty the number of staff observed corresponded with the average 
number of staff on duty. 
The ward sister or her deputy was observed on five occasions, three 
times on early duty and twice on late duty. 
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On night duty ten staff members were observed for one period of 
duty each. This number was greater than the average number of staff 
on duty but all the staff usually assigned to the ward were observed. 
Night duty staff were not always assigned to the same ward each night. 
learners were not assigned to night duty. 
As many of the day staff worked part time, the number of staffing 
hours available were not reflected in the number of staff on duty. 
The time spent by the staff member under observation was catego- 
rised as time spent in Planned or Unplanned Activities or as Available 
Time. Available Time was defined as time spent during working hours 
in activities which do not contribute to the care of the patients 
directly or indirectly. This category included time spent in unoffic- 
ial breaks, time spent talking about personal affairs, time reading 
newspapers or magazines or watching television and the difference 
between the official working hours and the amount of time actually 
spent on duty. 
The unplanned activities were further divided into: 
Emergency Activities: Actions taken in a life threatening situation 
or other situation affecting patient safety. 
Between Activities: Stopping to think or changing location between 
activities or waiting a "reasonable" time before starting another 
activity. 
Nursing Observations: Short observations of a patient, other than 
observations listed on the nursing care plan; on night duty time spent 
observing a whole room. 
Communication: Any verbal communication pertaining to patients or 
directions for work other than report or rounds. 
Personal Activities: Actions contributing to personal comfort or hygiene 
or checking duty rota. 
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Other Unplanned Activities: Unplanned activities not described 
elsewhere. 
It might be thought that the spending of time by staff members in 
some of the. activities in the category Available Time such as social 
conversations or unofficial coffee breaks, helps to ameliorate ward 
morale. However, as such activities were unofficial it was not acce- 
pted that the amount of time spent in these activities should be 
incorporated in the ultimate workload calculations. As this method 
of calculating workload allows time for unplanned activities and as 
changes may occur in the planned activities, some free time may occur; 
this free time might be used for the activities described under the 
category Available Time. Another way of incorporating time for 
unofficial breaks would be to allow a specific percentage of time for 
Personal Time and to incorporate this percentage into the calculation. 
As at present no such time appears to be permitted, it was not included 
in the method of calculation described in this study. 
If the percentage of time spent in Planned and Unplanned Activities 
were calculated as a percentage of the total time, the Available Time 
would be perpetuated. Therefore, in this study, the percentages of 
time spent in Planned and Unplanned Activities were calculated as 
percentages of the total time spent in Planned and Unplanned Activities 
only, omitting the time spent in Available Time. 
Factors which might be expected to affect the amount of time spent 
in Planned Activities, Unplanned Activities and Available Time are: 
1. The number of staff on duty in relation to the workload. 
2. The grade of staff member being observed. 
3. The effect on the staff of being observed. 
1. The number of staff on duty in relation to the workload. 
If the number of staffing hours available exceeded 
the workload 
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and the Planned Activities were evenly distributed throughout the 
staff, two reactions might be expected to occur. First, the staff 
might spend more time in planned bare by working more slowly and 
therefore there might be little effect on the percentage of time spent 
in Planned Activities. The extent of the effect might depend on the 
difference between the available staffing hours and the workload and on 
the speed at which the work was done. In this situation each staff 
member would probably have fewer planned activities assigned than she 
would if the available staffing hours and workload were equal. Thus, 
percentage of total time spent in planned activities would be decreased 
if the speed of working was not changed. Secondly, the staff might 
also spend more time in Available Time; therefore the percentage of 
Planned and Unplanned time spent in Planned Activities would be higher 
than the percentage of total time which might minimise the effect of 
the overstaffing. 
If the number of staffing hours available were less than the work- 
load and the Planned Activities were evenly distributed throughout the 
staff, the staff might work more quickly and thus there might be little 
effect on the percentage of time spent in Planned Activities. The 
extent of the effect might depend on the difference between the avail- 
able staffing hours and the workload and the speed at which the work 
was done. Each staff member would have more Planned Activities 
assigned than if the available staffing hours and workload were equal, 
therefore the percentage of total time spent in Planned Activities would 
be greater. In this situation some Unplanned Activities might be 
ignored, for example, a staff member might fail to respond to a patient's 
signal for attention. If such a situation occurred the percentage of 
time spent in Unplanned Activities would be decreased and the percentage 
of time in Planned Activities increased. It might be thought that 
when insufficient staff is available less time would be spent in 
Available Time. 
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However, it is also possible that staff, when under 
pressure of work, need more breaks, in order to cope with the 
situation. Another reaction to insufficient staffing might be an 
increase in overtime work. The amount of overtime would be included 
in working hours when calculating the percentage of time in each type 
of activity. Thus there would be no effect on the percentage of time 
spent in Planned and Unplanned Activities due to overtime. 
Short term effects on the percentages of time spent in Planned and 
Unplanned Activities could be overcome by calculating the mean. 
However if either short staffing or overstaffing was a permanent feature 
the percentages calculated might be affected as described which might 
in turn have the effect of perpetuating the existing situation. In 
order to measure the effect of staffing on the percentage of time spent 
in the various categories, this method would have to be repeated while 
controlling the staffing at different levels. As this control was not 
possible in this study, the staffing factor could have affected the 
results. 
2. The grade of staff member being observed. 
It might be expected that different grades of staff might have 
different work assignments because of their different abilities. This 
situation might result in different grades of staff spending different 
amounts of time in Planned and Unplanned .Activities; for example, the 
trained staff might be more apt to answer the telephone as they are 
better able to give information about a patient's condition; this 
activity might increase the amount of time spent by the trained staff 
in Unplanned Activities. 
3. The effect on the staff of being observed. 
The staff might be expected to react in several ways to being 
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observed. These ways were discussed earlier in this Chapter. The 
observations to determine the percentages of time spent in Planned and 
Unplanned Activities were directed at one individual for her complete 
working day; therefore it might be expected that the reactions would 
be more marked than they appeared to have been when specific activities 
were observed. However, the permanent staff had already been under 
observation for six months and appeared to accept the presence of the 
observer. It was assumed therefore that there was little effect on 
the working patterns due to the observer's presence. 
In order to determine the percentages of time spent in Planned 
and Unplanned Activities the following information was necessary: 
- the code number of the staff member under observation, 
- the hours of duty of the staff member under observation, 
- the number of staff on duty, 
- the number of patients, 
- the time an activity started, 
- the time an activity stopped, 
- the type of activity; planned, unplanned or available time, 
- the total time taken for the activity, 
- the date. 
The form used for collecting this information is shown in Appendix 4. 
When two activities occuî d simultaneously, for example: 
communication during a bed bath, the on -going activity (the bath) was 
recorded as occuring, the secondary activity (communication) was not 
recorded. As communication is an activity which can occur simul- 
taneously with another activity, the percentage of time spent in this 
activity may appear lower than would be expected. 
After collection of the data the category Other Unplanned Activ- 
ities was scrutinised and re- categorised as it appeared that some 
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episodes might initially have been unsuitably categorised. 
Figure 5 shows the observations made on a Student Nurse working 
from 0730 hours to 1630 hours. She spent 56% of her Planned/ 
Unplanned time in rlanned Activities and 44% in Unplanned Activities. 
11% of her total time was spent in Available Time. 
Her Planned ,activities included the following: 
- Serving breakfasts including feeding patients, 
_ Receiving report from the day duty charge nurse, 
-flaking beds and bathing patients, 
- Distributing medications, 
- Dressing a wound, 
- Assisting a doctor with a sternal puncture, 
- Serving lunches including carrying plated meals to patients, 
- Offering and giving non - ambulant patients commodes /bedpans, basins, 
straightening the bedclothes and generally attempting to make the 
patients comfortable, 
- Offering and giving commodes to non -ambulant patients later in the 
afternoon. 
Of 237 minutes spent in Planned Activities only lL minutes were 
after the luncheon break of the staff member. 
Of 132 minutes spent in Other Unplanned Activities 25 minutes were 
spent admitting a new patient whose admission was arranged on the same 
day. Thirty -one Unplanned Activities took one minute each and 12 
Unplanned Activities took 2 minutes each. The remaining 10 activities 
took from 3 to 8 minutes each. The Unplanned Activities included 
answering the telel_hone, obtaining equipment and looking for staff as 
well as attending to patients needs. 
Twenty five minutes were spent in "Between Activities ", eleven 
of these were one minute breaks and the remaining 5 activities lasted 
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from 2 to 4 minutes. 
A total of 28 minutes was spent in "Communication ", 12 minutes 
were spent in one minute conversations and 8 minutes in 2 minute 
conversations, the remaining time was one 8 minute conversation. These 
conversations were held with all grades of nursing staff as well as 
doctors. 
Five minutes were spent in "Personal Time" which reflected the 
small amount of time spent by nurses in this way. 
Fifty -three minutes were spent in "Available Time ", 7 minutes of 
this was the difference between the working hours, 480 minutes, and the 
amount of time worked, 473 minutes. The remainder included 5 minutes 
of conversation when first on duty, one 3 minute period of "tidying ", 
13 minutes in 7 episodes described as "with patients ", 12 minutes in 4 
undescribed episodes, 8 minutes watching television and 5 minutes at the 
Red Cross Trolley. 
Two activities which were regularly scheduled for the afternoon 
were: tea which was usually served about 1400 hours and distributing 
medications also at 1400 hours. This nurse might have been involved 
in either of these two activities, however she may not have become 
involved in giving out medications as the ward sister, a staff nurse 
and an enrolled nurse were all on duty at this time and therefore were 
available to distribute the medications. There were also two nursing 
auxiliaries and a total of five students on duty who might be involved 
in serving afternoon tea to the patients. The involvement of this 
nurse in Unplanned Activities may have prevented her from assisting with 
the teas, which may to some extent account for the relatively high 
percentage of time in Unplanned Activities. 
Of all the episodes of time measured for the student nurse 72% 
took 2 minutes or less which accounted for 29% of her working time, 
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FIGURE 5 
OBSERVATIONS MADE OF A STUDENT NURSE WORKING FULL TIME 0730 HOURS TO 
1630 HOURS. 
Date 
Patients: Male 6 Female 18 Gynaecology 5 Total 29 
Staff: Sister 0 Staff 1 Student 1 1 1 Enrolled 1 
1 Nurse 0 Nurse 1 1 0 Nurse 0 
Pupil 0 Auxiliary 1 
0 1 
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7.32 7.37 5 5 
7.37 7.38 1 Get sputum box and 
give drink 
1 
7.38 7.40 2 Help put patient 
onto pan 
2 
7.40 7.53 13 i3reakfasts 13 
7.53 7.54 1 Check re patient 
fasting 
1 
7.54 8.08 14 3reakfast - feed 14 
8.08 8.09 1 1 
_8.09 8.17 8 Report 8 
8.17 8.18 1 Telephone 1 
8.18 8.24 6 Report 6 
8.24 8.25 1 Telephone 1 
8.25 8.28 3 Report 3 
8.28 8.29 1 Looking for patie 1 
8.29 8.29 - Get trolley - 
8.29 8.34 5 Make bed 5 
8.34 8.34 - With Staff Nurse - 
8.34 8.35 1 Discuss bath with 
patient 
1 
8.35 8.35 - With S:r' armi- 
ssion to use Tub 
- 
8.35 8.36 1 Patient to Tub 1 
8.36 8.44 8 Sed 8 
8.44 8.44 _ Check Kardex - 
8.4.4 8.58 14 Get patient up 14 
8.58 8.59 1 Show jug and 






































































8.59 9.01 2 Bed Bath 2 
9.01 9.01 - Look for Commode - 
Lid -- 
9.01 9.14 13 Bed Bath 13 
9.11 9.14 - With Staff Nurse - 
Re Breakfasts 
9.111 9.23 9 Bed Bath 9 
9.23 9.24 1 For Feeder - Give 1 
Drink 
9.24 9.24 - - - 
9.24 9.54 Breakfast - 
9.54 9.56 2 Bed Bath 2 
9.56 9.57 1 Looking for Face- 
cloth 
1 
9.57 10.45 8 Bed Bath 8 ! 
10.05 10.06 1 With Physiotherapis 1 
10.06 10.07 1 
If 'I 1 
10.07 10.10 3 Comb Hair /Tidy 3 
10.10 10.15 5 Make Bed 5 
2 With SRN 2 
10.17 10.20 3 Trolley tidy .. Away 3 
10.20 10.20 ., Take Dirty Towel 
from Patient 
- 
10.20 10.27 7 Medications 7 
10.27 10.28 1 Lift Patient up in 1 
Bed 
10.28 10.34 C Medications 6 
10.34 10.35 1 With Doctor Re 1 
Medication 
10.35 10.38 3 Medications 3 
10.38 10.40 2 Commode 2 
10.40 10.42 2 Set up Dressing 2 
Trolley 
10.42 10.42 - - - 
10.42 10.43 1 With Doctor 1 
10.43 10.47 4 Med. - Return 4 
Trolley 
10.47 10.48 1 - 1 
10.48 10.49 1 Patient Off Commode 1 
10.49 10.50 With SRN 1 
10.50 10.59 9 Dressing 9 
10.59 11.00 1 To get Staff Nurse 
to see Dressing 
1 
11.00 11.07 7 Dressing 7 
11.07 11.07 - With Student - Ask - 
Help 
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11.07 11.09 2 Dressing: Resettle 2 
Patient 
11.09 11.10 1 - 1 
11.10 11.29 19 Tub i3ath 19 
11.29 11.30 1 With Student 1 
11.30 11.33 3 Check Kardex 3 
11.33 11.33 _ Check if Patient - 
Weighed 
11.33 11.34 1 - 1 
11.34 11.34 With Patient 
11.34 11.35 Check Intake and 1 
Output 
11.35 11.35 - Cover Patient - 
11.35 11.35 - Give Patient Drink - 
11.35 11.36 1 - 1 
11.36 11.37 2 With Staff Nurse 2 
11.37 11.38 1 Help Clean Trolley 1 
11.38 11.39 1 Get Razor for Patient 1 
11.39 11.40 1 With Patients 1 
11.40 11.41 1 Tidy Doctors Mess - 1 
Syringes, Pa ptrs 
11.41 11.42 - - - 
11.42 11.43 i Looking for Student 
and Doctor for 
1 
Sternal Puncture 
11.43 11.44 1 - 1 
11.44 11.50 6 Help with Sternal 6 
Puncture 
11.50 11.52 2 For lierthiolate 2 
Bottle Empty 
11.52 11.54 2 Sternal Puncture 2 
Waiting 
11.54 11.55 2 2 
11.56 11.57 l Looking for Staff 1 
Nurse 
11.57 11.58 1 With Doctor " 1 
11.58 11.59 1 Looking for Student 1 
11.59 12.00 1 With Student 1 
12.00 12.02 2 Waiting for 2 
12.02 12.05 3 Doctor 3 
12.05 12.22 17 Sternal Puncture 17 
12.22 12.22 - With Sister - 
12.22 12.25 3 Clean Trolley 3 
12.25 12.32 7 Set up Trolley for 7 
?ofnoohor (!riircó 
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12.32 12.33 1 Lunches - Tidy- Table 1 
Away 
12.33 12.311 1 Water Plant - Wash 1 
Hands 
12.34 12.35 1 Lunches 1 
12.35 12.35 - Empty Garbage - 
12.35 12.38 3 Lunches 3 
12.38 12.39 1 P.M. Care - Commode 1 
12.39 12.40 1 Dirty Dishes 1 
12.40 12.42 2 P.M. Care 2 
12.42 12.46 4 Help Patient to 
Bathroom Tidy Bed 4 
12.46 12.50 4. - 4 
12.50 12.53 3 P.M. Care 3 
12.53 1.34 Lunch - 
1.34 1.38 L; - 4 
1.38 2.03 25 Admission - not 25 
Booked 
2.03 2.04 1 With Sister 1 
2.04 2.0.$ ï With Student 1 
2.05 2.11 6 For Urine Specimen 
for Refresher Course 6 
2.11 2.12 1 With Sister 1 
2.12 2.13 1 - 1 
2.13 2.14 1 With Staff Nurse 1 
2.14 2.1 1 - 1 
2.15 2.16 1 - 1 
2.16 2.17 1 Lift Patient 1 
2.17 2,194, 2 With Patient . 2 
2.19 2.25 6 Get Patient out of 6 
Bed for First Time 
2.25 2.26 1 Talk with Patient 
about Feeder orCup 
1 
2.26 2.27 1 Tidy 1 
2.27 2.29 2 With Auxiliary 2 
2.29 2.31 2 With Sister 2 
2.31 2.32 1 With Patient - ' 1 
Request to Move 
2.32 2.40 8 Move Bed 8 
2.40 2.40 - Help Patient out of 
Bed 
2.40 2.4.1 1 Talk to Patient 
about. Change 
1 
2.41 2.4 3 For Commode 3 
2.44 2.45 1 
Move 02 Tank 1 
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3.47 3.49 2 
3.49 3.50 





Talk to another 1 
Patient about Move 
Check -on Patient 1 
Move Cradle and put 4 
in Bed 
Cut Nail 1 
r 1 
Patient off Commode 2 
Give Drink 1 
Looking for Bedsides 5 
Put on tied 2 
2 
Talk to Patient about 3 
going back to bed 
Re- arrange furniture - 
Put away Shampoo 2 
Do Crossword with 7 
Patient 
With Student 1 
Make Tea for Patient 2 
who missed it 
earlier. 
With Maid - 
Give Tea to Patient 1 
Give Patient Drink 1 
1 With.Patients - 1 
Room 3 
Lift Patient 1 
2 With Patients 2 
Make Tea for Patient 2 
7 - 7 
Visitor - Social 2 
Worker 
Lift Patient up. 1 
1 Tidy 1 
Clamp Catheter 1 
Talk with Patient - 







Patient to Bed 
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3.50 3.51 1 Raise Patient in Bed 1 
3051 3.52 1 Talk with Patient. 1 
Nledicátions, Blood 
Pressure 
3.52 3.55 3 With Patients, Ward 3 
1 
3.55 3.56 1 Get Kleenex for 1 
Patient 
3.56 3.58 2 Comb Hair, Give 2 
Candy 
3.58 4.00 2 Walk Patient to 2 
Bathroom 
4.00 4.03 3 - 3 
4.03 4.05 2 - 2 
4.05 5.06 1 Return Patient to 1 
Chair 
4.06 4.07 1 - 1 
4.07 4.08 1 T.V. 1 
4.08 4.09 1 With new Patient 1 
4.09 4.16 7 T.V. Paper T.V. 7 
4.16 4.17 1 - 1 
4.17 4.25 8 - 8 
4.2.5 4.25 - Check Chart - Re - 
Diabetic Urine 
4.25 4.26 1 Re Urines i 
4.26 4.28 2 - 2 
4.28 4.31 3 Vith Patients 3 




The following is a general description of the routine on day duty 
of the ward observed. 
07.30 hours Rounds of patients by day charge nurse with night 
charge nurse. 
Prepare and serve breakfasts. 
07.45 Report by day charge nurse to day staff. 
08.00 Collect dirty dishes. 
Prepare for bathing. 
08.15 Baths and treatments. 
09.00 - 09.30 (First staff breakfast.) 
09.30 - 10.00 (Second staff breakfast.) 
10.00 Give baths. 
Distribute medications. 
Distribute drinking water and serve teas. 
Give mouth care. 
10.00 Measure and record four hourly and twice daily 
temperatures, pulses and respirations. 
Clean locker tops. 
12.00 Prepare for lunches. 
Serve patient lunches. 
12.30 Give General Nursing Care.* 
13.00 - 13.30 (First staff lunch) 
13.30 - 14.00 (Second staff lunch) 
14.00 Distribute medicines. 
Measure and record four hourly and daily tempera- 
tures, pulses and respirations. 
Prepare tea. 
x General Nursing Care was defined as: assisting patients with 
toileting and washing, giving appropriate back care and 
straightening of bedclothes. 
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1 .30 Serve tea. 
15.00 Give General Nursing Care. 
16.00 - 16.15 (Staff tea) 
17.00 Give General Nursing Care, prepare for supper. 
Serve suppers. 
18.00 Distribute medicines. 
Put some patients to bed. 
19.00 Measure and record four hourly and twice daily 
temperatures, pulses and respirations. 
General Nursing Care. 
19.00 - 19.30 (First staff meal.) 
19.30 - 20.00 (Second staff meal.) 
20.30 Start to settle patients. 
Prepare hot drinks. 
In addition to these ward routines cattier regularly occuring events 
were: 
Doctors rounds. 
Visiting hours: Saturday and Sunday 14.30 - 15.30 hours 
Tuesday 19.00 - 19.30 hours 
Wednesday 14.30 - 15.30 hours 
Thursday 19.00 - 19.30 hours 
Games :. arranged for the patients on Thursday afternoons. 
Inservice education classes: held for the learners every Tuesday. 
The effect of this routine upon the workload pattern is illustrated 
in Figure 6 which shows the average number of minutes spent per staff 
member in Planned Activities, Unplanned Activities, Available Time and 
meal breaks for each half hour of the day shift. 
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FIGURE 6. 
AVERAGE NUMBER OF MINUTES SPENT PER STAFF MEMBER IN PLANNED 
ACTIVITIES, UNPLANNED ACTIVITIES, AVAILABLE TIME AND MEAL BREAKS. FOR 
EACH HALF HOUR OF THE DAY SHIFT. 
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It can be seen that the pattern throughout the day shift is uneven. 
When the amount of time spent in Planned Activities tends to be large, 
the amount of time spent in Unplanned Activities tends to decrease. 
Available Time is spread throughout the day shift with the exception of 
from 0800 hours to 0930 hours during which period the amount of time 
spent in Planned Activities was at its greatest. 
It is suggested that two reasons for the difference in the amount 
of time spent in Planned Activities between the morning and afternoon 
are the overlap in staff during the afternoon and an actual decrease in 
the amount of planned work to be done. There may be two reasons for 
this decrease: first, an understood regulation that all bathing and 
bedmaking must be completed in the morning and second because visiting 
hours are held from 1430 - 1530 hours on Wednesdays, Saturdays and 
Sundays. 
Bathing or assisting patients with bathing generally took the most 
time per patient of any activity. As baths were all completed in the 
morning, the workload was comparatively heavy. This heavy workload 
was reflected in the high average percentage of time spent in Planned 
Activities during the period when bathing was done - 08Q - 1000 hours. 
The Unplanned Activities which occured between 0700 and 1000 hours 
tended to be in the category 'Between Activities," that is, waiting 
while patients were on the commode or waiting for assistance. After 
1000 hours this type of activity continued but there was also an 
increase in the amount of "Communication" and in time spent with 
patients. These activities continued until 1630 hours when the 
Unplanned Activities again tended to be in the category "Between 
Activities ". At 2000 hours these again changed to activities involving 
patient contact. 
Also during the overlap of early and late duty staff the average 
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percentage of time spent in Available Time was generally higher than 
during the morning. Some of this time was accounted for by staff 
taking longer than the official time for meal breaks but the remaining 
time generally consisted of incidents of purposeless breaks in work. 
Such breaks may occur because there is no apparent work to be done. 
(This could also be because nurses are not encouraged to be self - 
directed.) 
Some Planned Activities occur at relatively fixed times. These 
activities include serving meals, distributing medications and change 
of shift reports. Other Planned Activities, however, might be 
re- scheduled in order to help balance the workload between morning and 
afternoon; such activities would include activities directly affecting 
patients such as the time when they are assisted with baths or have 
their beds made. 
If Planned Activities were rescheduled so that the workload was 
more evenly distributed throughout the day shift the following might 
occur: 
. 
a. Less time might be spent in Planned Activities in the morning and 
more time might be spent in Unplanned Activities. 
b. More time might be spent in Planned Activities in the afternoon 
and less time might be spent in Available Time. 
(a) In the morning the average percentage of time spent in Planned 
Activities reached its peak and the average amount of time spent in 
Unplanned Activities was low. During this time the staff were in- 
volved with assisting patients with bathing and would be, therefore, 
with patients behind curtains or in the bathroom. Patients too would 
be behind curtains while dressing, therefore, not only would it be 
difficult for other patients to signal for attention, except by calling, 
but a staff member might be unable to leave the patient whom she was 
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attending or might be out of hearing distance. The staff too would be 
unable to observe signs that patients required assistance - for example 
a patient slipping from her chair. 
If bathing activities were spread throughout the day, pressure to 
complete work by a certain time would be relieved and it is possible 
that the staff could then be accessible to attend to patients' impromptu 
needs. 
The number of incidents of Unplanned Activities related directly 
to patients is considerably increased in the afternoon. This 
observation could occur because the patients are receiving less 
intensified personal attention then than they might receive during a 
bathing session, the patients may, therefore, have more requests during 
the afternoon, and it may also be easier to attract the attention of 
the nursing staff. In the event that this assumption is correct the 
average amount of time spent in Unplanned Activities throughout the 
early shift would not be affected by rescheduling Planned Activities. 
If, however, the increase in Unplanned Activities during the afternoon 
arises because of an inability in the morning to intercept signals 
for 
attention then rescheduling Planned Activities might increase the 
number of Unplanned Activities which occur during the morning. 
(b) If some of the time spent in Available Time occurs because there 
appears to be no work to be done, then by rescheduling some 
of the 
Planned Activities to occur in the afternoon this problem might 
be 
alleviated. 
If the workload was redistributed the average percentage 
of time 
spent in Planned Activities and Unplanned 
Activities might be affected. 
It is not expected that such a change would be great 
as the planned 
workload would not vary because of re- distribution 
although the 
Unplanned workload might increase slightly. 
The average percentage of 
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time spent in both Planned and Unplanned Activities might be affected 
by a change in the amount of time spent in Available Time. 
Another method of dealing with the imbalance in the workload 
between morning and afternoon would be redistribution of staff to 
alleviate the overlap. This redistribution could be affected by a 
change to a three -shift system or by employing part -time staff to work 
during the morning period only. 
There was also an imbalance in the average amount of time spent in 
Planned Activities during the evening period. This imbalance may be 
largely due to the staff's meal break when there may be insufficient 
staff on the ward to undertake any Planned Activities which require 
more than one person. Although two staff members may have been on the 
ward, if both became involved in care which required two people in one 
room, patients in other rooms would have been unobserved. Activities 
which required lifting of patients, therefore, had to be scheduled to 
occur when all staff members had returned from their meal. This 
problem would appear to be insoluble. Extra staff to relieve for meal 
breaks could not come from other wards where the problem would be 
similar. Extension of staff cafeteria hours so that only one staff 
member need be off the ward at one time might be of some assistance to 
the ward in question but would be of little help to smaller wards. 
Such an extension might create sta'fing problems in the Catering 
Department. 
The average amount of time spent in Planned Activities fluctuated 
during the day duty shift. This fluctuation may have been due partly 
to the routine nature of the work. Some activities must be relatively 
routine such as serving meals to the patients, in order that the meal 
is served at a proper temperature. Such a routine probably requires 
concentration to the exclusion of most Unplanned Activities. However, 
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other Planned Activities could perhaps be better spread throughout the 
day such as baths and bedmaking. 
There was not the large decrease in the average amount of time 
spent in klanned Activities that might have been expected during the 
overlap of staff. The average number of minutes spent in Planned 
Activities between 075 hours and 1200 hours was 18 minutes compared 
with 12 minutes between 1200 hours and 1630 hours. 3etween 1630 hours 
and 2100 hours this average was 15 minutes. 
The fluctuation in the average number of minutes spent in Planned 
Activities per half hour was greater during the evening period possibly 
because during the evening meal break, when for one hour an average of 
only two staff were on duty, few Planned Activities could be scheduled. 
Some fluctuation between Planned and Unplanned Activities is 
probably inevitable. If all the Planned Activities occurred at a fixed 
time and there was a large difference between the average percentage of 
time spent in Planned Activities at different Narioas during the day, 
then it would have been necessary to calculate different workloads and 
staffing levels required for those different periods. However, since 
the average percentages of time spent in Planned Activities did not 
change to a great extent during the day the day duty workload and 
required staffing could be calculated as a single entity. The overlap 
of staff would make it difficult to calculate the workload separately 
as both early and late staffs participated in the same activities and 
no activity which occured during the overlap could be ascribed to 
either the early or late staffs. 
Provided that there was sufficient staff on duty at any time to 
undertake the Planned Activities which must occur at that specific time 
such as serving meals and distributing medications, and provided that 
other Planned Activities were arranged to occur when the staff was on 
TABLE 7 
DAY DUTY: PERCENTAGES OF PLANNED /UNPLANNED TIME 
SPENT IN PLANNED AND UNPLANNED ACTIVITIES AND 


































26 TUES. 7 AUX.ii 0730 - 
1200 
73 27 3 
22 MON. 8 AUX. 0 730 - 
1530 
90 10 30 
30 WED. 7 RGNm 0730 - 
1430 
74 26 9 




83 17 19 




68 32 20 




57 43 7 




56 44 u 
32 MON. 10 AUK. 0730 - 
1630 





FRI. 4 AUX. 1200 - 
2100 
78 22 36 
25 TUES. 4 AUX. 1630 - 
2100 
90 10 28 
26 FRI. 4 RGN 1200 - 
2100 
x 59 41 21 




m 72 28 12 
TOTAL 873 327 210 
MEAN 73% 27% 181 
MAN 73 27 16.5 
STANDARD DEVIATION 11 11 11 
c AUX. refers to a nursing auxiliary. 
cc RGN. refers to a registered nurse. 
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duty the workload could be undertaken at any period during the day shift. 
For example baths which were usually done early in the morning might 
be done in the afternoon or evening if there were more staff on duty at 
these periods than early in the morning. 
Table 7 illustrates the results of the individual calculations for 
day duty of the percentage of time spent in Planned and Unplanned 
Activities and the percentage of total time spent in "Available Time". 
The average percentage of time spent in planned activities on day 
duty subsequently used in calculating the workload was 73 %. 
There did not appear to be any connection between the number of . 
staff on duty and the percentage of time spent in Planned and Unplanned 
Activities, as illustrated in Table 8. However the number of staff on 
duty do not correspond with the number of staffing hours available as 
many of the staff worked part time. 
TABLE 8 
Percentages of time spent in Planned and Activities by 
staff except the ward sister compared with the number of staff on duty. 
NUMBER OF 
STAFF 
PERCENTAGE OF TIME 
SPENT IN PLANNED 
ACTIVITIES 
PERCENTAGE OF TIME 
SPENT IN UNPLANNED 
ACTIVITIES 
TOTAL PERCENTAGE OF 
TIME SPENT IN 
PLANNED AND UNPLAN.. 
ED ACTIVITIES 
10 73 27 100 
9 74 26 100 
9 57 1i3 l00 
8 83 17 100 
MEAN 72 28 100 
7 73 27 100 
7 90 10 100 
7 68 32 100 
7 56 44 100 
MEAN 72 28 100 
., __, a _.i_rr 
Because of the small numbers, the days when 10, 
members were on duty were combined. 
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TABLE 9 
Percentage of time spent in Planned and Unplanned Activities on day 
duty by various grades of staff. 
STAFF NUMBER OF 
OBSER- 
ATIONS 
PERCENTAGE OF TINE 
SPENT IN PLANNED 
ACTIVITIES 
' ERCENTAGE OF TIME 




Trained Staff 3 63 37 100 
Learners la 70 30 100 
Nur sing 
Auxiliaries 5 81 19 100 
TABLE 10 
Percentage of time spent in Planned and Unplanned Activities by full 
and part -time staff. 
STAFF NUMBER OF 
OBSERV- 
ATIONS 
PERCENTAGE OF TIME 
SPENT IN PLANNED 
ACTIVITIES 
PERCENTAGE OF TIME 














The percentage of time spent by each grade of staff in the three 
categories on day duty were compared. (Table 9) On day duty the 
nursing auxiliaries spent an average of 81% of their time in Planned 
Activities and 19% in Unplanned Activities compared with an average of 
63% in Planned Activities and 37% in Unplanned Activities 
for all 
trained staff and an average of 70% in Planned and 30% in Unplanned 
Activities by all learners. As 3 out of 5 of the auxiliaries and 2 
out of 3 of the trained staff worked part -time, the full time 
and part - 
time staff were considered separately. (Table 10) The full 
time staff 
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spent an average of 70% in Planned Activities and 30% in Unplanned 
Activities compared with 77% and 23% respectively by the part -time 
staff. The hours worked by the part -time staff tended to be from 
0730 hours to 1100 or 1430 hours or from 163u hours to 2100 hours. 
During most of these periods there is relatively less staff on duty as 
there is an overlap of the early and late staffs between noon and 1630 
hours except during meal breaks. 
Therefore when the pert-time staff are on duty, the amount of 
planned work for each staff member would be higher, which might cause 
the unplanned work to be decreased. However as alluded to earlier, 
in the morning, during the period when baths are given, staff may be 
behind curtains or in the bathroom with patients and therefore not 
available to undertake Unplanned Activities or there may be fewer 
patient initiated Unplanned Activities as patients' requests may be 
met during the bathing period. As it could not be determined whether 
the differences in the percentages of time spent in Planned and 
Unplanned Activities were due to the grade of staff or the working 
hours, the mean percentages of time spent in Planned and Unplanned 
Activities were used in the calculation of workloads. 
THE WARD SISTER. 
It was suggested in Chapter 4 that part of the ward sister's 
functions are unique and therefore she cannot be equated to full time 
staff. The Ward Sister spent an average of 14% of her time in 
communication compared with an average of 4% by all other staff. This 
result would be expected as the Ward Sister was in charge when she was 
on duty, the nurse in charge for the other day period was only in charge 
when the Ward Sister was off duty. On the Ward Sister's day off the 
person in charge during the overlap of periods might have been 
determined by grade or seniority. This person would be in charge for 
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the same length of time as the ward sister, if she were a full time 
staff member. Even in this situation however she has not the same 
authority as the ward sister to make certain decisions, and therefore 
the percentage of time spent by the nurse in charge of the ward in 
communication might not be as high as that of the ward sister. The 
two nurses observed when they were in charge of the ward were both on 
the opposite period of duty from the ward sister and were therefore 
only actually in charge when she was off duty. 
The average percentage of time spent by the ward sister in 
"Available Time" was compared with 18$ by all other staff. This 
finding may have been partly due to the fact that she usually undertook 
some work during her coffee /tea breaks. 
The ward sister was the only person observed on day duty who spent 
time in the category "Emergency Activities ". This emergency occurved 
in the evening when the ward sister was on duty with a student nurse in 
the third year of her training, a pupil nurse and a nursing auxiliary 
and therefore the ward sister was the person mainly involved in attend- 
ing to the patient. There did not appear to be a high incidence of 
emergencies on the ward. 
The average percentage of time sent by the ward sister in all 
other categories was comparable with that spent by all other staff 
members excluding Planned Activities and Other Unplanned Activities. 
Both these categories would include Planned and Unplanned Activities 
related to the unique functions of the ward sister. 
In order to calculate the percentage of her time required for her 
unique functions it would be necessary to know the optimum amounts of 
time which should be spent by ward sisters in various activities such 
as teaching and "carrying out nursing procedures and treatments," which 
would require a separate study. The amount of time actually spent by 
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wmrd sisters in teaching should not be used as a basis for determining 
the amount of time sisters should be given for teaching as it has been 
stated that this may be unsatisfactory (Chapter 4). Therefore, in 
this study, the percentage of time which the ward sister was to be 
allowed for her unique functions was calculated in the following way 
although it is recognised that it is not necessarily the optimum time. 
TABLE 11 
DIY DUTY WARD SISTER 
PERCENTAGE OF TIME SPENT IN PLANNED AND UNPLANNED ACTIVITIES. 
TIME ON DUTY PERCENTAGE OF TIME 
IN PLANNED 
ACTIVITIES 




OF TIME SPENT IN 
PLANNED AND UN- 
PLANNED ACTIVITIES 
1200 - 2100 61 39 100 
0730 - 1630 56 44 loo 
1200 - 2100 49 51 loo 
1200 - 2100 40 60 100 
0730 - 1630 36 64 loo 
MEAN 48 52 loo 
MEDIAN 49 51 100 
As shown in Table 11, in five observations the ward sister spent 
an average of 48% of her time in Planned Activities. 
If her average 
is compared with the average which other staff members spent in Planned 
Activities, that is if the amount of time spent in Planned Activities 
is taken as 100 %, then the time spent in Unplanned Activities stated as 




CALCULATION OF UNPLANNED TIME STATED AS A 
PERCENTAGE OF PLANNED TIME 
If 73 100% of time spent in Planned Activities 
then 
27 = 100 x 27 % of time spent in Planned Activities 
73 
37% of time spent in Planned Activities. 
If the ward sister is allocated 37% of the time which she spent in 
Planned Activities for Unplanned Activities, she is allocated 18% of 
of her time for Unplanned Activities as shown in Figure 8. 
FIGURE 8 
CALCULLTION OF PERCENTILE OF TIC ALLOCATED 
TO THE WARD SISTER FOR UNPLANNED ACTIVITIES. 
If 100% of time spent in Planned Activities = 18 
then 37% of time spent in Planned Activities = 18 
If the ward sister spends 48% of her time in Planned Activities and 
18°% of her time in Unplanned Activities as performed by other staff 
members, she is left with 34% of her time for her unique functions. 
The ward sister could therefore be counted as being available for 
ordinary ward duties for five hours out of the eight hours that she is 
on duty or as .66 of a full time nurse. 
OBSERVATIONS MADE ON NIGHT DUTY 
Table 12 is a fáiriy typical example of the observations made of a 
Nursing Suxiliary on night duty working from 2045 hours to 0745 hours 
with two official 30 minute breaks. She spent 38% of her planned/ 
unplanned time in Planned Activities, 21% in Unplanned Activities 
excluding General Observation and 41% of her time in General Obser- 
vation. Nine percent of her total time was spent in "Available Time." 
Her Planned Activities included the following: 
- receiving report from the late day charge nurse, 
- serving hot drinks to the patients, washing the dirty dishes and 
setting up the trolley for breakfast, 
- assisting patients to bed when necessary and helping patients to settle 
for the night, 
- commoding several times some patients who might be incontinent during 
the night, 
- wakening the patients in the morning and providing non -ambulant 
patients with commodes, bedpans, basins for washing and straightening 
all bedclothes, 
- positioning patients who need assistance, for receiving breakfast, 
- distributing place settings for breakfast. 
Seventy -nine minutes were spent in the category "Other Unplanned 
Activities ", of these 67 were direct care to patients. It would be 
expected that during the night there would be fewer Unplanned Activities 
initiated by non -nursing staff members as they tend to be on the ward 
during the night only in the case of an emergency. 
Seven minutes were spent in 'Between Activities ", these were all 
one minute episodes. During the middle of the night "General Observa- 
tion" would be occuring between activities, hence the snail amount of 
time in this category. 
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TABLE 12 
OBSERVATIONS MADE OF A NURSING AUXILIARY 
WORKING 2045 HOURS TO 0745 HOURS. 
Date 
Staff: Enrolled 1 Nursing 3 
Nurse Auxiliary 
Patients: Male 8 Female 16 Gyneacological 3 Total 27 
Staff 
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8.45 8.46 1 Up stairs 1 
8.46 8.52 6 Report 6 
8.52 8.53 1 Downstairs 1 
8.53 8.59 6 Teas 6 




9.03 9.06 3 3 
9.06 9.07 1 With Sister 1 
9.07 9.08 1 Remove flowers 1 
9.08 9.18 10 Teas 10 
9.18 9.19 1 1 
9.19 9.19 - - 
9.19 9.20 1 
1 
9.20 9.21 1 Teas 1 
9.21 9.24 3 3 
9.24 9.27 3 Teas 3 
9.27 9.28 1 Telephone 
1 
9.28 9.30 2 Patient calling - 
pan 
2 
9.30 9.34 4 Tea - dishes 
set up trolley 
4 
9.34 9.35 1 Patient off pan 1 
9.35 9.42 7 Commode 7 
9.42 9.43 1 Settle 
patient 1 




9.45 '.46 1 Tidy kitchen 
1 
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9.46 9.47 1 Put Room 2 to bed 
pans_ 
1 
9.47 9.51 4 Fractional Urine 4 
9.51 9.51 - Get Glasses - 
9.51 9,52 1 Chart Fractional 1 
Urine 
9.52 10.08 1 Patients to Bed 16 
10.08 10.09 1 Up stairs 1 
10.09 10.18 9 Room 5 patients to 
bed 
9 
10.18 10.19 1 1 
10.19 10.21 2 Looking for Hand 2 
Bell 
10.21 10.23 2 Check Nursing Care 2 
Plan 
10.23 10.26 3 Reading Notices - 3 
Water Crisis 
10.26 10.27 1 1 
10.27 10.29 2 With Night Sister 2 
10.29 10.30 1 Screen Stairway 1 
10.30 10.34 ' Put up Blind 4 
10.34 10.49 15 - 15 
10.49 10.52 3 Rooms 2-- 3 3 
10.52 11.00 a - 8 
11.00 11.01 Fix Patient's Back 1 
Rest 
11.01 11,02 Room 2 1 
11.02 11.02 - With Enrolled Nurse - 
11.02 11.11 9 - 9 
11.11.11.12 l Patient Calling 1 
11.12 11.18 c - 6 
11.18 11.22 4 Upstairs it 
11.22 11.25 3 - 3 
11.25 11.29 ;1 Patient Calling it 
11.29 11.31 2 2 
11.31 11.32 î_ With Enrolled 
purse 
1 
11.32 12.02 Supper - 
12.02 12.03 1 1 
12.03 12.05 2 2 
12.05 12.06 1 1 




12.08 12.v9 i_ Fan to Room 1 1 
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1 Check for Fluid 
Balance Sheets 
With Patient 
Patient Calling - 
Agitated 
12.21 12.3( 9 
12.30 12.31 Patient Calling 1 
12.31 12.39^ 1 
12.3.24 '12.36I 
Patient Calling 
12.36 12.3 1 
12.37 12.3 1 Get Commodes 1 
12.38 12.4 11 Room 3 Commodes 11 
12.49 12. 1 For Linen 1 
12.50 12.5 8 8 
12.58 12.59 Patient Calling 
12.59 12.5 Gown 0ff 
12.59 1.0 2 Wash Hands 
1.01 1.0 Get Linen Room 2 
1.01 1.04 3 Room 2 3 
1.04 1.08 . 
1.08 1.25 17 17 
1.25 1.26 Patient Up 1 
1.26 1.47 21 21 
1.47 1.47 Room 3 
1.47 1.59 12 12 
1.59 2.01 Patient Calling 2 
2.01 2.01 With enrolled Nurse - 
2.01 2.02 1 
2.02 2.35 33 33 
2.35 2.36 1 Room 2 - Room 3 1 
2.36 2.37 1 1 
2.37 2.38 Night Sister 1 
2.38 2.49 11 11 
2.49 2.50 Bed Pan 1 




















































































5.58 6.16 18 
6.16 6.19 3 
6.19 6.25 6 
6.25 6.26 
6.26 6.33 7 







Patient Calling 1 
Make Tea for Patient 1 
With Enrolled Nurse - 
Make Tea 2 





Commodes Room 3 8 
For Incontinence 1 
Pads 
Room 3 8 
Patient Calling 1 
Wash hands 1 
Get Linen - 
Room 2 4 
Linen Out - 
Bedpan 3 
2 
Pan Away 2 
Patient Calling 1 
Room 3 










Commodes - Basins 
For Bedpan 





















TIIE UNPLANNED ACTIVITIES COMMENT TINTE 
U) O 
o 
ri O Q) ri +- a) H V -ice ( 
E 
C + 4D co O Q) CO 
i1 N ri Q) c):!--)1 `J S: -p co C y 4D F- a Q) .ti -ri F-4 G O f-1 H +3 










U) Q) o 
+c6P r F +C 3 f p +9 r1 
CO w (1, ',4 rr) O 7)ß:4O o 
U 
w O H 
6.35 6.35 - With Visitor - 
6.35 6.36 1 11 n 1 
6.36 6.40 11 Teeth In 4 
6.40 6.42 2 Outputs 2 
6.42 6.112 _ Gown Off - 
6.42 6.47 5 Room Patients Up 5 
6.47 6.52 5 Urine Specimen 5 
6.52 6.53 1 n 1 
6.53 7.00 7 Room 2 7 
7.00 7.04 4 Urine Specimen 4 
7.04 7.05 1 Tidy 1 
7.05 7.11 6 - 6 
7.11 7.15 Room 5 4 
7.15 7.16 1 For Linen 1 
7.16 7.20 L Room 5 4 
7.20 7.21 1 - 1 
7.21 7.29 8 - 8 
7.29 7.36 7 Set out Breakfast 7 
Trays 
- Empty Basin - 
7.36 7.45 9 Set out Breakfast 9 
Trays 
[ __ _ ___ __ 
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225 minutes or 41% of the Planned /Unplanned time were spent in 
General Observation. The amount of time in this category would be 
expected to vary to some extent with the amount of time spent in 
Unplanned Activities as an increase in Unplanned Activities would 
inevitably cause a decrease in the amount of time available for General 
Observation. 
Twelve minutes were spent in Personal Activities which was higher 
than usual. This time was spread throughout the night and the 
circumstances were not described. 
WARD ROUTINE FOR NIGHT DUTY 
There was no written routine for Planned Activities on night duty. 
The following list of night duty routines was based on observed 
practice. 
2045 - On duty 
- Report 
2100 - Serve drinks to the patients. 
- Four hourly temperatures, pulses, respirations and blood Press- 
ores. 
- Distribute medications. 
2200 - Assist patients to bed. 
- Give commodes /bedpans to Room 3. 
2300 - Settle other patients for sleep. 
- (First staff meal break.) 
2330 - (Second staff meal break.) 
0000 - Give commodes /bedpans to patients in Room 3. 
- Distribute medications. 
- Four hourly temperatures, pulses, respirations and blood 
pressures. 
125. 
0200 - Give commodes /bedpans to patients in Room 3. 
Distribute medications. 
0300 - (First staff meal break). 
0330 - (Second staff meal break) . 
0600 - Give commodes /bedpans, assist patients out of bed, give basins 
to bedfast /chairfast patients. 
- Distribute medications. 
- Four hourly temperatures, pulses, respirations and blood 
pressures. 
0700 - Distribute cutlery to patients. 
0730 - Report to day staff. 
In addition to these activities the nurse in charge made rounds of 
the patients with the Night Sister or Nursing Officer who came to the 
ward three times during the shift. The nurse in charge was also 
responsible for recording the patients' conditions and preparing new 
pages for the patient's records. 
The average number of minutes spent per staff per half hour in 
Planned ,Activities, General Observation, Other Unplanned Activities and 
Available Time are illustrated in Figure 9. 
It can be seen that the amount of time spent in Planned Activities 
was higher at the beginning and end of the shift and very low between 
2245 - O545 hours. The Planned Activities at the beginning of the 
shift, 2045 - 2245 hours consisted of: attending report, serving 
drinks, distributing medications, measuring temperatures, pulses and 
blood pressures and assisting patients to prepare for bed and sleep. 
The Unplanned Activities during this period took little time and 
consisted mainly of attending to patients needs. 
A small amount of time was spent during this period in .Available 
Time. The night duty staff reported to the Nursing Office for 
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FIGURE 9 
AVERAGE NUMBER OF MINUTES SPENT PER HALF HOUR IN. PLANNED ACTIVITIES, 
GENERAL OBSERVATION., OTHER UNPLANNED ACTIVITIES AND MEAL BREAKS DURING 
NIGHT DUTT, 
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assignment to a ward and therefore did not arrive promptly on the ward 
at 2045 hours. The rest of the Available Time was accounted for by 
unofficial breaks. 
Between 2245 and O.545 the majority of the time was spent in 
General Observation. The small amount of time spent in Planned 
Activities during this period consisted of assisting patients with 
toileting and Rounds with the Night Sister. 
The time spent in Unplanned Activities varied throughout this 
period and consisted mainly of attending to patients' requirements. 
Available Time accounted for small amounts of time throughout the 
period. 
Generally the morning "routine" started between 0545 - 06O0 hours 
and from this period until 0745 hours the amount of time spent in 
Planned Activities rose, the amount of time spent in Unplanned 
Activities decreased and no time was spent in General Observation. A 
small amount of time continued to be spent in Available Time. 
As such differences in the amount of time spent in Planned 
Activities might affect the amount of staff required at various times 
throughout the night, the average percentages of tine spent in Planned 
Activities, General Observation and other Unplanned Activities were 
calculated for the three different periods, these percentages are shown 
in Table 13. 
It can be seen that the percentage of time spent in Planned 
Activities between 2045 - 2215 and 0545 - 0745 hours is considerably 
higher than between 2215 - 0545 hours. The percentage of time spent 
in General Observation was high between 2215 - 0545 hours. These 
findings reflect the pattern of work during the night. At the 
beginning of the shift treatments and measurements of vital signs might 
have been required, the patients would be assisted with toileting and 
128. 
TABLE 13 
NIGHT DUTY: AVERAGE PERCENTAGE OF PLANNED /UNPLANNED TIME SPENT IN 
PLANNED ACTIVITIES, UNPLANNED ACTIVITIES, GENERAL OBSERVATION AND 
PERCENTAGE OF TOTAL TIME SPENT IN AVAILABLE TIME - FOR 3 PERIODS. 
















2045 - 71 26 3 100 15 
2245 
2246 - 12 27 62 101 7 
0545 
0546 - 82 16 3 101 9 
0745 
preparing for bed; hence the large portion of time in Planned Acti- 
vities. When the patients were in bed and sleeping, the amount of 
planned work to be done decreased. The planned work during this 
period included assisting with toileting, measurement of vital signs 
and administrative work. The majority of time when the patients were 
sleeping was spent in observing for changes in the conditions of the 
patients and in responding to patients' requests. An understood rule 
dictated that patients should not be wakened before 0600 hours. The 
morning activities included wakening the patients, providing those who 
were not ambulant with a basin for washing, straightening bed clothes, 
arranging backrests and distributing place settings for breakfast. 
In order to complete these activities by the end of the shift, it is 
possible that patients' signals related to Unplanned Activities were 
not noticed by the staff, thus decreasing the time spent in Unplanned 
Activities. The number of other Unplanned Activities such as tele- 
phone calls, might be expected to be as great during this time as 
19. 
during the first two hours of the shift. 
The 2% of total time spent in the category Available Time is, as 
would be expected, less than the average percentage of total time 
generally spent in that category. On five occasions no "Available 
Time" was recorded. This finding might also suggest pressure to 
complete the workload before finishing duty. Therefore it is sug- 
gested that the average percentage of time used to calculate the work- 
load at this time of day should be the same as that used for the first 
two hours of the shift. As there is only 1% difference between the 
average percentage of time spent in Planned Activities on day duty and 
that for the early part of night duty and the average of the two is 
73 %, it is suggested that the average percentage of time for Planned 
,activities for day duty and for the first and last two hours of night 
duty be taken as 73%. 
As there appears to be a considerable difference between the 
amount of planned work to be done in the middle of the night and that 
at either end of the shift, it is suggested that ideally,-the workload 
for these periods should be calculated separately. Separate 
calculation' would be expected to indicate that the workload early in 
the morning is greater than the staffing hours which were available 
when the study was done. Possible methods of overcoming this 
difference in staffing hours and workload have been suggested in 
Chapter )i. 
Because, on the ward observed, night duty was staffed as a con- 
tinuous period of time, the average percentages of time spent in Planned 
and Unplanned Activities and General Observation for the complete shift 
were calculated. The results are shown in Table 14. For the purposes 
of this study the average percentage of time spent in planned activities 
on night duty was accepted as 38 %. 
150. 
TABLE 14 
NIGHT DUTY: MEASURELVIENTS OF THE PERCENTAGES OF PLANNED /UNPLANNED TIME 
SPENT IN PLANNED ACTIVITIES, UNPLANNED ACTIVITIES, GENERAL OBSERVATION 







































































































































By calculating the workload on a single period rather than on 
three periods, the staffing during the first and last two hours of the 
shift might be slightly less than actually required and the staffing 
during the middle of the night higher than required according to the 
amount of planned activities to be done. However, there are other 
factors to be considered when calculating the amount of staff required 
on night duty such as the amount of General Observation to be done and 
the coverage for meal breaks. Calculating the night duty workload as 
one period does not allow for the higher percentage of Planned 
Activities, lower percentage of Unplanned Activities early in the 
morning. Table 15 shows the calculations made for night duty staffing 
in two ways, considering the night as two periods and as one period. 
When the full time equivalent staff is 
131. 
TABLE 15 
CALCULATIONS FOR NIGHT DUTY STAFFING 
IF THE AMOUNT OF PLANNED TIME BETWEEN 2045 and 0745 IS.TAKEN AS 1000 
MINUTES: 
FROM 2045 to 2245 and 0546 to 0745: 
AVERAGE PERCENTAGE OF TINTE FOR PLANNED ACTIVITIES IS 73 %. 
THEREFORE: 
73% = 870 MINUTES (AMOUNT OF TINE REQUIRED FOR PLANNED 
ACTIVITIES) 
100% = 870 x 100 
73 
= 1191.78 Minutes 
= 19.86 HOURS 
= 4.97 or 5 FULL TIME EQUIVALENT STAFF. 
FROM 2246 to 0545: 
AVERAGE PERCENTAGE TIME REQUIRED FOR PLANNED ACTIVITIES IS 13 %. 
THEREFORE: 
13% = 130 MINUTES (AMOUNT OF TIME REQUIRED FOR PLANNED 
ACTIVITIES) 
100% = 130 x 100 
13 
= 1000 Minutes 
= 16.67 HOURS 
= 2.78 or 3 FULL TIME EQUIVALENT STAFF 
FROM 2045 to 0745 (ONE PERIOD) 
AVERAGE PERCENTAGE OF TIME REQUIRED FOR PLANNED ACTIVITIES IS 38 %. 
THEREFORE: 
38% = 1000 MINUTES (AMOUNT OF TIME REQUIRED FOR PLANNED 
ACTIVITIES) 
100% 0 1000 x 100 
38 
= 2631.58 Minutes 
= 43.86 HOURS 
= 4.39 or 4 FULL TIME EQUIVALENT STAFF. 
132; 
calculated for the period 2045 hours to 22145 hours and 0516 hours to 
0745 hours using 73% as the average percentage of time spent in 
Planned Activities, the full time equivalent staff required is 5. for 
the remaining part of the night, using 13% as the average percentage of 
time spent in Planned Activities the full time equivalent staff required 
is 3. This number of staff may be increased to cover for General 
Observation and staff meals. If the workload is calculated in one 
period using 38% as the average percentage of time spent in Planned 
Activities the full time equivalent staff required is 14. If the ward 
had 14 staff on duty for the eleven hour night shift, the staff would 
either have to work more quickly to complete the work over the time 
span or concentrate on Planned Activities to the detriment of Unplanned 
Activities. However, if the ward had 5 staff on during the whole 
night, it might be overstaffed during the middle of that period unless 
5 staff :;ere required for General Observation. 
With the exception of one day there were always four staff members 
on night duty. Therefore no comparison could be made between the 
percentages of time spent in Planned and Unplanned ,Activities when the 
staffing was different. 
The differences in the percentages of time spent by the trained 
and untrained staff in Planned and Unplanned Activities (excluding 
General Observation) was only 3% while in General Observation the 
difference was. These findings are shown in Table 16. 
133. 
TABLE 16 
Percentage of time spent in Planned Activities, General Observation and 















No conclusions can be drawn from these small differences. 
Summary 
In this chapter it was shown that the average percentage of time 
spent in Planned Activities on day duty by all staff excluding the ward 
sister was 73 %. The ward sister cannot be equated to a full time 
staff member. Therefore, according to the amount of time spent in 
various activities by the ward sister observed, she should be calcu- 
lated as .66 of a full time staff member. This policy leaves the 
remainder of her 8 hour day for her unique functions. 
On night duty the average percentage of time spent in Planned 
Activities varied throughout the night. Therefore, ideally the work- 
load should be calculated for different sections of the shift depending 
on the amount of Planned Activities usually scheduled. However, as 
ward staff were generally employed for the complete 11 hour shift, such 
calculations were impractical at this time. For this reason the night 
shift was treated as one unit. The average percentage of time spent 
in Planned Activities on night duty was 38%. 
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CHAPTER 8 
INTRODUCTION AND OPERATION OF THE SYSTEM BY THE RESEARCHER 
The average percentage of time spent in Planned Activities on both 
day and night duty having been determined, it was considered essential 
to test the formula for calculating the workload. 
It was decided that the researcher rather than the ward staff 
should transcribe the information required for the calculations. This 
practice would insure that the information was collected in the same 
way every day and there would be no need to teach several people how to 
do it. The motivation of the staff to collect information which had 
no immediate benefit to them would not affect the collection. 
Three forms were designed for the transcription of the information 
pertaining to workload. The first of these forms was designed for 
recording the time required for the activities described on the nursing 
care plan. This form also incorporated a column for the total time 
for each patient and a row for the total time in each category listed 
on the nursing care plan. Appendix 5 shows this form. 
The second form was designed for the recording of information 
related to general ward activities. This form included space for the 
number of patients and the number of staff expected on each period of 
duty. Different entries were to be made each day depending on the 
activities scheduled for that day. Appendix 6 shows this form. 
The third form was for the compilation of the amount of time 
required for each category on the other two forms and for recording the 
final calculations. This form is shown in Appendix 7. 
Although ideally the workload information should have been trans- 
cribed during the night in order that workload information could be 
available for the day shift, this practice would have been impractical 
as public transportation (which was not available during the night) had 
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to be used by the researcher. Therefore it was decided that the 
information should be collected at 0800 hours each morning. 
As the researcher could not know the length of time required for 
the care of an individual patient, the trained ward staff were 
instructed in the recording of times on the nursing care plan. It was 
thought that this procedure would add only slightly to their workload. 
During the trial when times were not appended to the care described, 
the ward sister or nurse in charge was consulted or alternatively the 
average time for that activity was recorded. 
The calculation of workload began on March 25, 1974 and ended on 
May 31, 1974. Figure 10 illustrates page one of the workload infor- 
mation recorded on April 5 as an example. The patients names were 
not used in order to protect their anonymity. The first row indicates 
that the patient in roam 1, Bed 1 required 25 minutes of basic care 
during the day shift and none during the night shift. She required 25 
minutes in the category "Mobilisation" during the day shift and 12 
minutes during the night shift. In retrospect, it was difficult to 
separate the categories of "Basic Care" and "Mobilisation" because the 
mobilisation ability of a patient affected the basic care which he /she 
received. Therefore the entries under "Basic Care" included bathing, 
mouth care and feeding of patients. The category "Mobilisation" 
included any activity connected with assisting patients with elimi- 
nation, including hand washing. It also included repositioning 
patients in bed and /or assisting patients into or out of bed. 
Individual patients did not have entries under each heading. All 
patients had entries for "Basic Care" on day duty as all patients had 
their beds made. There were fewer entries in the night duty column 
for "Basic Care ", those entries for night duty appeared to the 
researcher to represent time required for mouth care which was done by 
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DIRECT PATIENT CARE 
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DATE 5 April, 1974 
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1 1 25 - 25 12 5 67 
2 2 - 20 11 5 61 
3 8 - - 3 9 9 29 
4 8- - 3 15 5 5 36 
5 8- - 3 10 5 26 
6 43 6 15 3 28 4 13 112 
7 25 3 3 31 
8 25 5o 28 5 5 113 
2 1 40 3 20 l0 73 
2 40 50 28 20 10 148 
3 6 8 76 43 30 3 221 
4 40 3 5 48 
5 33 56 42 30 15 176 
6 6 1 56 43 28 12 15 10 244 
7 40 21 17 29 16 123 
3 1 1 20 11 15 6 67 
2 3 56 33 l0 5 137 
3 1 26 26 40 14 121 
4 33 45 67 10 155 
5 33 81 67 15 196 
6 33 45 27 10 115 
7 3 61 53 3 15o 
8 3. 3 5 41 
4 1 : l0 3o 48 
2 1 12 2 12 10 76 
3 4' 2 17 20 10 108 
4 3 25 16 79 
5 : 3 i4 
6 ; - 13 
7 ; 3 16 
8 40 25 12 82 
5 1 : l0 30 3o 78 
2 2 10 3 5 5o 
3 2 ' 1 30 65 
4 ; 3 32 46 
5 4G 1; 11 67 
6 33 11 12 2 10 86 
7 8 3 20 10 30 71 
8 33 25 16 32 15 121 
Total 1055 3g- 856 643 33 22 2D- 375 110 60 15 90 4354 
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the night duty staff. As some patients were independently mobile, no 
entries were made for them under the day 'Mobilisation" column. The 
three minutes entered for these patients on night duty was time required 
to straighten the bedclothes in the morning. The patient in Room Lk, 
Bed 1 had no entry in the night duty column of NAobilisation" because 
she was to be discharged. The time required to effect her discharge 
was listed under the column "Future ". 
Only 3 patients had entries under the category "Technical Care ". 
Although this ward was labelled an acute medical ward, several of the 
patients had been waiting for placement in geriatric wards for some 
time. Generally the amount of technical care given to these patients 
was low. 
Many of the patients who had individual needs described on the 
nursing care plans were the patients waiting for openings in geriatric 
wards. Many of these patients had had cerebrovascular accidents and 
required assistance with communication and/or with walking. 
Most patients required some measurement of their temperature, 
pulse and respirations and blood pressures; those patients who did not 
require such measurements were frequently those awaiting placement in 
geriatric wards. 
Only 2 patients were scheduled for tests or examinations which 
required assistance from the nursing staff on the day shift. The 
heading for these activities is "Tests" rather than "Treatment by 
Medical Staff and /or Investigations, the comparable heading on the nur- 
sing care plan. On night duty 3 patients were scheduled to have 
specimens collected. 
Three patients were to be discharged, the time required for this 
activity was recorded in the "Future" column. 
The total amount of time required for planned care for each patient, 
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which ranged from 13 minutes to 2)4 minutes, was recorded in the 
extreme right hand column. The total amount of time required for day 
and night duty in each category was recorded at the end of each column. 
This information was then transferred to page 3. 
Figure 11 illustrates page 2 of the workload information recorded 
on April 5, 1971. The entries made on this page related to General 
Ward Activities. The number of staff expected to come on duty for 
each period was noted. The number of patients was 39. One patient 
was booked for admission and three patients were scheduled for 
discharge; therefore, it was expected that there would be only 37 
patients after the noon meal, as it was assumed that most patients were 
admitted or discharged in the afternoon. 
The figures of 39 patients before noon and 37 patients after noon 
were inserted in the relevant places on the form to be multiplied by 
the amount of time required for an activity. Where the amount of time 
required for an activity was affected by the number of staff, this 
figure was also inserted. For other activities such as rounds with 
the Registrar, a fixed amount of time was required and this time was 
inserted when relevant. 
Figure 12 illustrates the recordings made on April 5, of the total 
amount of time required on day duty, night duty and for 2L hours for 
each category. The total amountsof planned time for day duty and for 
night duty were calculated. These figures could then be used for 
calculating the workload. This process was carried out at the foot of 
page 3. As illustrated in Figure 12: if 4402 minutes represents 73% 
of the time required on day duty, then 6030 minutes or 100.5 hours 
would be the total time requirement. By dividing this result by the 
8 hours worked by full time staff on the day shift, it was shown that 




GENERAL WARD ACTIVITIES 
WARD 
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DATE April 5, 1974. 
NUMBER OF STAFF SISTER Late Duty 
EARLY . 7 
LATE . 3 
NIGHT (4) 
NUMBER OF PATIENTS 39 
REPORT 
MORNING ROUNDS 39 x .22 
MORNING REPORT 39 x .3 x 7.4 - 
AFTERNOON REPORT 37 x .4 x (4 + 1) 
NIGHT REPORT 37 x .3 x 4 (+ 1) 
ROUNDS 
WITH CHTFF 
WITH OTHER DOCTORS 
WITH REGISTRAR 
WITH HEALTH TEAM 
WITH NURSING OFFICER .. DAYS 39 x .4 
EVENINGS 37 x .4 
10 p.m. 37 x .4 
3 a.m. 37 x .4 
6 a.m. 37 x .4 
CHECK PHARMACY SUPPLIES 
KARDEX ... DAY 39 x .75 
NIGHT 37 x .75 
EVENING REPORT TO NURSING OFFICE 
MEDICATIONS 
PREPARATION (10 a.m.+ NOON + 2 p.m. t 6 p.m.) 
DISTRIBUTION: PATIENTS ON MEDICATIONS (10 a.m. t noon 
t 2 p.m. t 6 p.m.) 76 x 1 
INJECTIONS 2 x 6 
PREPARATION 10 p.m. t 6 a.m.) 
DISTRIBUTION; PATIENTS ON MEDICATIONS (10 p.m. + MN.+ 
2 a.m. + 6 a.m.) h6 x 1 .............. 
APERIENTS 37 x 1 
HOUS: +. {.,PIG 
SLUICES 
LOCKERS PREPARATION 
ROUND 39 x 1.5 
WATERS 39 x .4 
MEALS 
BREAKFAST 39 x 4 
DINNER 39 x 9 
SUPPER 37x11 . 
BREAKFAST ... PREPARATION 



































TEAS ... 10 a.m. 
2 p.m. 
9 p.m. 
FIGURE 11 (Contd.) 
37 x .Lt 
PREPARATION 
SERVE 39 x 1.2 
PREPARATION 
SERVE 39 x 1.2 
PREPARATION 
SERVE 37 x 1.5 
PLANNED ADMISSIONS: 1 x 30 . 
MEETINGS AND INSERVICE EDUCATION 
WARD MEETING x 
SISTER'S MEETING 
UNIT MRF,TING . 
WITH NURSING OFFICER 
WITH NURSING OFFICER 
COMMITTEE 
ORIENTATION TO WARD /1 x 
DISTRACTION THERAPY 
BINGO ... NO. of STAFF x 

















FROM SHEET ONE: 
BASIC CARE .. .. 
MOBILISATION .. 








INVESTIGATION, TREATMENT, APPOINTMENTS. 
FUTURE .. 
FROM SHEET 2: 
REPORT 












KFFTINGS .. .. .. .. 
DISTRACTION THERAPY 
MISC. PREPARATION TIME . 





































205 4 209 2% 
375 110 485 
60 15 75 1% 
90 -- 90 1% 
180 53 233 3% 
120 44 165 2% 
44 28 72 1% 
173 82 255 3% 
95 - 95 2$ 
1058 108 1166 13% 
30 - 30 .3% 
- - - - 
( 
23.5 8 31.5 .3% 
4402 11156 5558 62.6% 
B 
Contd. 
FIGURE 12 (Contd.) 
TO CALCULATE WARD ,DAY TIME REQUIRED: A 4402 x 10ü a 
C 6030 MIN. t 60 _ 100.5DHOURS 
142. 
6032C MINUTES 
D 100.5 HRS . + 8 = 12.56 FULL TIME EQUIVALENT STAFF 
TO CI LCULATE WARD NIGHT TIME REQU B 1156 x 100 im 3042E MIN. 
38 
E 3042 MIN. t 60 = 50.7, HOURS 
F 50.7 HRS . t 10 = 5.07 FULL TIME EQUIVALENT STAFF 
24 HOUR = 6030 -4-- E 3042 = 9072 MIN. t 60 = 151.2 URS. 
143. 
The staffing hours were calculated to the nearest 2 hour because 
the daily working time of some part -time staff members included a 
- hour unit. (e.g. 5- hours.) For day duty the full time staff was 
calculated to the nearest half as it seemed feasible to allow for half 
a working day of a full time staff member but not a smaller portion. 
On night duty 1156 minutes of Planned Activities were scheduled 
which equalled 38% of the total time required, or 3043.5 minutes, that 
is 50.7 hours. As each full time staff member on night duty worked 
10 hours, this figure was equal to 5 full time staff. For night duty 
the staffing hours were also calculated to the nearest z hour, but the 
full time staff numbers were calculated to the nearest whole as no 
staff members who worked less than 10 hours were employed on night 
duty. 
In addition to calculating the staffing hours and full time staff 
required, the percentage of total time required for Planned Activities 
in each category was calculated. Twenty -nine percent of the total 
time was required for 'Basic Care" and "14íobilisation" which was the 
highest percentage required for any category. Thirteen percent of 
the total time was required for serving meals and 5% for "Observation ". 
The other categories each required 3% or less of the total time. 
These figures would seem to indicate that on this ward the majority of 
time was spent on what is generally called "Basic Care" and little 
time was spent on "Technical" nursing care. Only 2r, was required in 
"Individual Care ". 
Table 17 illustrates the daily staffing hours and full time 
equivalent staff required on day duty. The staffing hours required 
on day duty ranged from 71 hours to 111 hours which corresponds to a 
range of full time equivalent staff of 9 to 14. 
144. 
TABLE 17 
STAFFING HOURS AND FULL TINE EL UIVALENT STAFF 
REQUIRED FOR DAY DUTY AFRIL AND MAY, 1974 
Jay Date Number of 
Patients 








Monday April 1 39 108 14 
Tuesday 2 38 102.5 13 
Wednesday 3 39 99.5 12 
Thursday 4 39 105 13 
Friday 5 39 100.5 13 
Saturday 6 39 99 12 
Sunday 7 37 89 11 
Total 703 
Averaf,e 39 12.5 
Monday 8 37 99 12 
Tuesday 9 37 99.5 12 
Wednesday 10 34 82.5 10 
Thursday 11 36 97 12 
Friday 12 38 94.5 12 
Saturday 13 37 98 12 
Sunday 1)4 32 86 11 
Total 656 
Average 36 11.5 
Monday 15 33 97 12 
Tuesday 16 37 111 14 
Wednesday 17 35 93 12 
Thursday 18 39 107.5 13 
Friday 19 39 95.5 12 
Saturday 20 39 105.5 13 
Sunday 21 35 88.5 11 
Total 698 
Averave 37 12 
Monday 22 35 102 13 
Tuesday 23 38 104 3 
Wednesday 24 38 101 13 
Thursday 25 38 107 13 
Friday 26 38 1U1.5 13 
Saturday 27 37 95 12 
Sunday 28 34 89 11 
Total 699.5 
Average 37 12.5 
Day Date iJamber of 
Patients 







Monday April 29 32 89.5 11 
Tuesday 30 32 98 12 
Wednesday May 1 32 93 12 
Thursday 2 34 1u4.5 13 
Friday 3 33 88 11 
Saturday 4 32 83 lu 
Sunday 5 31 78.5 10 
Total 634.5 
Average 32 11 
Monday 6 31 90 11 
Tuesday 7 31 82 10 
Wednesday 8 31 74 9 
Thursday 9 33 88 11 
Friday lu 32 80.5 10 
Saturday 11 29 75 9 
Sunday 12 29 72 9 
Total 561.5 
Avera. e 31 10 
Monday 13 28 78.5 10 
Tuesday 14 28 77 10 
Wednesday 15 28 70 9 
Thursday 16 28 83 10 
Friday 17 29 83 10 
Saturday 18 30 83.5 10 
Sunday 19 29 76 10 
Total 551 
Average 29 10 
Monday 20 28 82 10 
Tuesday 21 28 82 10 
Wednesday 22 29 74.5 9 
Thursday 23 29 81.5 10 
Friday 24 32 79 10 
Saturday 25 30 78 10 
Sunday 26 28 71 9 
Total 548 
Average 29 10 
Monday 27 27 78 lu 
Tuesday 28 29 84 11 
Wednesday 29 3u 76.5 10 
Thursday 30 37 96.5 12 
Friday 31 37 82 lu 
Total 417 
Average 32 11 
aff 
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If the days are grouped according to the number of full time 
equivalent staff required on day duty, it can be seen in Table 18 that 
the average number of patients increased as the number of full time 
equivalent staff required increased which would suggest, not unexpec- 
tedly, that the number of full time equivalent staff required is to 
some extent related to the number of patients. However this is not 
the only factor as the ranges overlap. 
TABLE 18 
AVERAGE NUMBER OF PATIENTS ON DAYS RrQUIRING DIFFERENT NUMBER OF STAFF. 
NUMBER OF STAFF 
REQUIRED 
AVERAGE NUMBER. OF 
PATIENTS 
RANGE OF NUMBER. OF 
PAT I kNTS 
9 29 28 - 31 
10 30 27 - 37 
11 33 29 - 37 
12 36 32 - 39 
13 38 34 - 39 
14 38 37 -39 
This ward required from 10 to 14 full time equivalent staff members 
on day duty on various days when the patient census was 37. Therefore 
other factors which might effect the num er of full time equivalent 
staff required were explored. Table 19 shows the average number of 
full time staff required and the average number of minutes per patient 
required in each category according to the day of the week. The 
average number of patients varied by three with Thursday and Friday 
having the highest average number of patients at 35 and Sunday having 
the lowest at 32. The average number of full time staff ranged from 
10 to 12 with Sunday requiring the lowest and Tuesday and Thursday the 
highest. On Tuesdays the average amount of time spent in "Rounds" 
was equal to the overall average, in "Meetings and Inservice 
Education" 
it was the highest. These two factors may have contributed to 
the 
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need for more staff on Tuesdays. On Thursdays the average amount of 
time spent in "Rounds" was the highest. Thursday was one of two days 
when "Distraction Therapy" occured. These may be two reasons in 
addition to the higher average number of patients for the higher 
requirement of staff. 
The average amount of time spent'in "Basic Care" and Mobilisation" 
appeared to be unaffected by the day of the week. The average amount 
of time spent in "Technical Care" and "Individual Care" varied but 
there appeared to be no explanation related to the day of the week for 
the difference. 
There was considerable difference in the average amount of time 
spent in "Observation" on Monday and that on other days. A possible 
explanation for this result was that those patients requiring weekly 
weights were weighed on Monday. 
The average amount of time spent in "Treatment by Medical Staff 
and/or Examination" was higher on Mondays and lower on Fridays, Satur- 
days and Sundays. The higher average on Mondays may be connected with 
the zero average on Sunday. It may have been that more specimens were 
collected on Mondays because laboratories were not open on Saturdays or 
Sundays. There was no apparent explanation for the Fridays result 
which was lower than all other week days. 
Entries in the "Future" column related to discharges or arrange- 
ments for patients to leave the hospital for the weekend. There were 
fewer discharges on Sundays than any other day of the week and more on 
Monday and Fridays. It might be expected that patients would be 
discharged after the consultant's rounds but these differences in 
discharges did not seem to be related to consultant's rounds. The 
individual condition of each patient must have affected his /her 
discharge date. Therefore, although there were differences between 
TABLE. 19 
AVERAGE NUMBER- OF MINUTES PER PATIENT 13Y DAY OF WEEK FOR DAY DUTY. 
DAY MON. TUFS. 'WED. THURS. FRI. SAT. SUN. 
Average Number 
of Patients. 
33 33 33 35 35 34 32 
Average Number 
of Staff 11 12 11 12 11 11 10 
Required 
Basic Care 25 24 24 24 24 24 24 
Mobilisation 26 26 26 25 25 25 27 
Technical 
Care 2.7 3.6 3.0 2.8 3.5 3.7 2.9 
Individual 
Care 4.7 4.6 4.3 4.3 4.8 4.6 5.2 
Observation 10.5 8.4 8.1 8.4 8.2 8.2 8.0 
Tests 1.3 1.0 1.0 .9 .5 .2 - 
Future 1.6 1.0 1.1 1.1 1.5 1.1 .5 
Report 4,9 5.2 5.0 5.0 4.6 4.2 4.5 
Rounds 4.6 5.4 3.6 9.4 3.4 7.9 3.4 
Administration 1.2 1.2 1.0 1.2 1.2 1.0 1.2 
Medications 5.3 4.8 4.8 4.7 5.0 5.0 5.0 
Housekeeping 2.6 2.5 2.6 2.4 2.5 2.5 2.6 
Meals 27 27 27 27 27 27 27 
Planned 
Admissions .8' .5 .7 .5 .5 .3 - 
Meetings .6 7.9 
Distraction 
Therapy 5.6 5.2 
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the days, it is suggested that with the possible exception of Sundays, 
the day of the week was irrelevant. 
Although there were differences in the daily average amounts of 
time spent in "Report ", they could not be ascribed to the day of the 
week. The different number of staff on duty each day may have been 
one cause of the differences. 
The average amount of time spent in "Rounds" varied each day due 
to doctors' rounds. The ward consultant held rounds on Tuesdays, 
Thursdays and Saturdays while other consultants who had patients on the 
ward held rounds on Mondays, Wednesdays and Fridays. Health team 
rounds were also held on Thursdays. 
The average amount of time required for "Administration" was less 
on Wednesday and Saturdays as the pharmacy supplies were not checked on 
those days. 
There was no apparent explanation for the differences in the time 
required for '!Medications ". 
The average amount of time per patient in "Housekeeping" and 
"Meals" was a fixed time and did not vary according to the day of the 
week. 
The average amount of time spent in "Planned Admissions" was 
higher on Monday and Wednesdays than on Tuesdays, Thursdays and Fridays. 
There were few planned admissions on Saturdays, possibly because no 
tests, and/or examinations could be done until Monday. This situation 
does not explain the apparent lack of admissions on Sunday. Some 
differences in planned admissions may have been due to "waiting days" 
when any patient requiring emergency admission would be admitted; on 
these days no admissions would be scheduled. 
An average of 75 minutes was spent in "Meetings and Inservice 
Education" on Mondays. Only 2 episodes contributed to this result, 
150. 
30 minutes required for orientation and a 120 minute meeting. The 
average 260 minutes for "Meetings and Inservice Education" on Tuesdays 
resulted from classes held for learners. No other meetings or 
inservice education were planned. 
"Distraction Therapy" was scheduled for every Monday and Thursday 
with an average of 180 minutes for each day. No other distraction 
therapy was scheduled. 
The average number of minutes per patient spent in each of the 
categories is shown in Appendix 8. The possible effect one category 
on the workload may be illustrated for the category "Basic Care ". 
The average number of minutes per patient per day required for Basic 
Care ranged from 19 to 28 minutes with an average of 2I minutes and a 
Standard Deviation of 2. Even a difference of 2 minutes per patient 
per day for an average of 32 patients equals 64 minutes for this one 
category of care. When all categories of care listed on the nursing 
care plan were considered together, the average number of minutes per 
patient per day ranged from 55 to 81 with an average of 68 and a 
Standard Deviation of 5. Table 20 shows the average number of minutes 
per patient required for all categories of care listed on the nursing 
care plan by day of week. 
It can be seen that the average for Mondays was slightly higher 
than for other days of the week. This result could be due to the 
routine weighing of the patients who required weekly weight measure- 
ments on Mondays. The average amount of time required per patient for 
care listed on the nursing care plan on Thursdays was slightly lower 




AVERAGE NUMBER OF MINUTES PER PATIENT REQUIRED FOR CARE LISTED ON THE 
CARE PLAN, BY DAY OF WEEK, FOR APRIL AND MAY 1974. 
MON. TUES. WED. THURS. FRID. SAT. SUN. 
67 62 59 59 55 63 64 
67 64 62 6o 63 64 65 
7o 64 65 63 65 64 66 
70 67 66 64 65 65 66 
71 67 67 65 67 66 66 
71 69 67 65 69 68 68 












verage 71 68 67 65 67 67 67 
Table 21 illustrates the difference between the staffing hours 
provided and the number of staffing hours required on day duty on 
Aril and May 1974. It is inevitable that the number of staffing 
hours required will rarely correspond exactly with the staffing hours 
provided because nursing staff are employed to work a set number of 
hours. Therefore some margin of extra /insufficient staffing hours 
must be allowed. For the purposes of this study this margin was set 
at 4-4 hours per shift because it appeared to be difficult to provide 
staffing hours in a smaller quantity than 2 a working day. Taking 
this margin into consideration, on 18 days out of 61 the actual 
staffing hours were acceptable. On 8 days the actual staffing hours 
were greater than those required and on 35 days the actual staffing 
hours were less than those required. On 8 days the difference between 
the staffing provided and that required was -8 hours or less, on 18 




NUMBER OF STAFFING HOURS PROVIDED AND NUMBER OF STAFFING HOURS REQUIRED 
IN APRIL AND NAY 1974 


































































































































































































































































































Thursday 16 28 87 83 4-14 
Friday 17 29 83 83 - 
Saturday 18 30 50.5 83.5 -33 
Sunday 19 29 66 76 -10 
Monday 20 28 74 82 -8 
Tuesday 21 28 73 82 -9 
Wednesday 22 29 77 74.5 -+2.5 
Thursday 23 29 72.5 81.5 -9 
Friday 24 32 70 79 -9 
Saturday 25 30 68 78 -10 
Sunday 26 28 68.5 71 -2.5 
Monday 27 27 71 78 -7 
Tuesday 28 29 8]. 84 -3 
Wednesday 29 30 87.5 76.5 *21 
Thursday 30 37 98 96.5 I-1.5 
Friday 31 37 93 82 -tll 
Table 22 illustrates the daily staffing hours and full time equiv- 
alent staff required for night duty in April and May 1971. The full 
time equivalent staff required on night duty was based on the calcul- 
ation made according to the formula described in this study and not on 
the basis of the number of staff required to carry out General 
Observation. The number of staffing hours required ranged from 37 
hours to 61 hours corresponding to L to 6 full time equivalent staff 
working a ten hour shift. 
In calculating the required staffing hours on night duty the 
number of patients at 0800 hours was changed by the addition of the 
number of planned admissions and the deletion of the number of planned 
discharges. If the number of patients at 0800 hours on the following 
morning was taken as the number of patients that was actually on the 
ward during the night, this assumption would be correct unless there 
were admissions or deaths during the night. Then, on 21 days the 
expected number of patients during the night was correct. 
On 29 days 
there were more patients than expected and on 10 days there were 
fewer 




STAFFING HOURS AND FULL TIME EQUIVALENT STAFF 
REQUIRED FOR NIGHT DUTY AFRIL AND MAY 1974 






Monday April 1 51 5 
TueEday 2 48.5 5 
Wednesday 3 52.5 5 
Thursday 4 52 5 
Friday 5 51 5 
Saturday 6 54 5 
Sunday 7 52 5 
Total 361 
Average 5 
Monday 8 l48 5- 
Tuesday 9 52.5 5 
Wednesday 10 45.5 5 
Thursday 11 50 5 
Friday 12 51 5 
Saturday 13 52 5 
Sunday 14 49 5 
Total 3lí8 
Average 5 
Monday 15 47 
Tuesday 16 58 6 
Wednesday 17 51 5 
Thursday 18 55.5 5 
Friday 19 147 5 
Saturday 21j 61 6 
Sunday 21 54.5 5 
Total 374 
Average 
Monday 22 53.5- 5 
Tuesday 23 56 6 
Wednesday 24 55 5 
Thursday 25 55 5 
Friday 26 61.5 6 
6 Saturday 27 6 











Monday April 29 47.5 5 
Tuesday 30 55.5 5 
Wednesday May 1 61 6 
Thursday 2 60 6 
Friday 3 51 5 
Saturday 4 46 5 
Sunday 5 48 5 
Total 369 
Average 5 
Monday 6 19 5 
Tuesday 7 44 4 
Wednesday 8 43 4 
Thursday 9 43 4 
Friday 10 47 5 
Saturday 11 140 14 
Sunday 12 41 14 
Total 307 
Aver a:_ e 14 
Monday 13 40 14 
Tuesday 14 40 4 
Wednesday 15 40 4 
Thursday 16 44 4 
Friday 17 51 5 
Saturday l8 48 5 
Sunday 19 41.5 4 
Total 304.5 
Average S 
Monday 20 43 4 
Tuesday 21 43 4 
Wednesday 22 42 4 
Thursday 23 42 4 
Friday 24 45 4 
Saturday 25 44 4 
Sunday 26 42 4 
Total 301 
Average 4 
Monday 27 37 h 
Tuesday 231 39.5 4 
Wednesday 29 43 4 
Thursday 30 48 5 




patients could be due to emergency admissions or cancelled discharges. 
The difference between the expected and actual number of patients 
ranged between 1 and 8. On 11 occasions there was a difference of 1 
patient, on 7 occasions there was a difference of 2 patients, on 8 
occasions there was a difference of 3 patients and on one occasion each 
there was a difference of 4, 5 and 8 patients. 41 decrease in the 
expected number of patients could be due to the unexpected discharges 
or deaths. On 5 occasions the difference between the expected and 
actual number of patients was 1, on three occasions it was 2 and on 
two occasions it was 3 patients. These differences would affect the 
workload, and therefore for greater accuracy the information for 
calculating the night duty staffing requirements should be collected in 
the evening. 
Table 23 shows the number of actual and required staffing hours 
for night duty, for the days when the expected number of patients was 




ACTUAL AND RIIQUIRED STAFFING HOURS ON NIGHT DUTY WHEN THE rECTED 
NUMBER OF PATIENTS WAS EQUAL TO THE ACTUAL NUMBER Of PATIENTS. 
DATE ACTUA URF FL IING REQUIRED STAFFING DIFFERENCE 
HOURS 
April 1 50 Si -1 
7 40 52 -12 
12 40 51 -11 
18 40 55.5 -15.5 
21 40 54.5 -14.5 
23 50 56 -6 
27 40 57 -17 
3u 50 55.5 -5.5 
lay 5 50 48 +2 
9 40 43 -3 
13 140 40 - 
17 50 51 -1 
18 50 48 +2 
19 50 41.5 + 8.5 
20 50 143 +7 
21 53 143 t7 
22 40 42 -2 
24 50 45 f-5 
25 40 44 -4 
26 40 42 -2 
30 
40 48 -8 
158. 
On 9 out of 21 days the required staffing hours were within ± 4 hours 
of the actual staffing hours. On 8 days the required staffing hours 
were over 4 hours greater than the actual staffing hours and on 4 days 
the required staffing hours were over 4 hours less than the actual 
staffing hours. Table 24 shows the number of actual and required 
staffing hours for night duty for the days when the actual number of 
patients was less than that expected. 
TABLE 24 
ACTUAL AND REQUIRED STAFFING HOURS ON NIGHT DUTY WHEN THE ACTUAL 












April 6 50 54 -4 -2 
9 40 52.5 -12.5 -2 
13 40 52 -12 -3 
16 50 58 -8 -1 
20 40 61 -21 -2 
26 40 61.5 -21.5 -1 
28 40 58 -18 -3 
NIay 2 40 60 -20 -1 
3 40 51 -11 -1 
6 50 49 4-1 -1 
If the number of patients was less than expected the apparent under - 
staffing may not be as acute as demonstrated. As on 2 of these days 
the actual staffing had complied with the required staffing{- 4 hours, 
this balance would have remained or the actual staffing hours would 
have been greater than those required. On the other 8 days it seems 
159. 
unlikely that the difference of 1 or 3 patients would have completely 
negated the difference between the actual and required staffing hours 
since few patients required 4 hours of care. 
Table 25 shows the number of actual and required night duty 
staffing hours for days when the actual number of patients was greater 
than expected. 
On 17 of these days the actual staffing hours were below the 
required staffing hours for the expected number of patients; as any 
increase in the number of.patients would cause some increase in the 
workload, these days would have a greater difference between the actual 
and required staffing hours. On 10 days the actual and required staf- 
fing hours would have balanced; however, with an addition of patients 
this balance may have been upset. On 2 days the actual number of 
staffing hours was greater than those required by 7 and 9 hours. On 
these 2 days the number of patients were greater by 2 and 1 respectively, 
than those expected. Therefore the actual staffing hours may still 
have been greater than those required. 
Therefore on 33 out of 60 days the actual staffing hours were 
less than the required staffing hours. 
On day duty the average number of minutes per patient spent in 
some categories was affected by the day of the week. As such a 
difference could have an effect on the average number of staff 
required on a particular day, the average number of minutes per patient 
on night duty in the various categories was also examined. 
Table 26 shows the average number of minutes spent per patient in 
each category by day of week for night duty. 
160. 
TABLE 25 
ACTUAL AND REQUIRED STAFFING HOURS FOR NIGHT DUTY WHEN THE ACTUAL 












April 2 40 48.5 -8.5 +2 
3 40 52.5 -12.5 +1 
4 40 52 -12 +1 
5 40 51 -11 +2 
8 40 48 -8 t4 
10 40 45.5 -5.5 +3 
11 40 50 -10 t3 
14 40 49 -9 +1 
15 40 47 -7 t5 
17 40 51 -u +2 
19 40 47 -7 +3 
22 50 53.5 -3.5 +3 
24 40 55 -15 +1 
25 40 55 -15 fii 
29 50 47.5 +2.5 t3 
May 1 40 61 -21 +2 
4 40 46 -6 tl 
7 40 44 -4 t2 
8 50 43 +7 +2 
10 SO 47 -4-3 +-1 
11 40 40 - +l 
12 50 41 -ì-9 +1 
14 40 40 - fi 
15 40 40 - +2 
16 40 44 -4 t3 
23 40 42 -2 +3 
27 30 37 -7 4 -3 
28 30 39.5 -9.5 .t1 
29 40 43 -3 +8 
161. 
TABLE 26 
AVERAGE NUMBER OF MINUTES SPENT PER PATIENT 

















of Patients 31 33 32 34 34 33 32 
Expected 
Basic Care .9 .9 1.0 .9 .9 .8 .9 
Mobilisation 19.8 19.2 19.3 18.8 18.9 19.4 20.3 
Technical 
Care 1.3 7_..9 1.6 1.4 2.1 2.5 1.7 
Individual 
Care .4 .5 .5 .5 .5 .5 .5 
Observation 2.4 2.8 2.7 2.9 2.5 3.0 2.5 
Tests .7 .7 .6 .9 .6 .8 .6 
Report 1.L 1.4 1.4 1.4 1.4 1.4 1.4 
Rounds .8 .8 .8 .8 .8 .8 .7 
Administration 2.3 2.0 2.0 2.0 2.1 2.2 2.2 
Meals 2.6 2.7 2.6 2.6 2.6 2.7 2.7 
There were some differences in the average amount of time spent 
in each category; none of these differences could be attributed to 
the day of the week. The range of the daily average amount of time 






















The range in the number of full time equivalent staff required on 
both day and night duty would appear to support the need for workloads 
and staffing requirements to be calculated on a daily basis. In 
order to accommodate for this daily fluctuation in ward staff it would 
seem necessary to have some daily control over the assignment of staff 
members. Such control may be exercised by re- assigning staff from 
overstaffed wards to understaffed wards or by assigning pool staff to 
understaffed wards. 
In addition to the staffing hours required and the full time 
equivalent staff required, the percentage of time required for the 
whole day (24 hours) which was to be spent in each of the categories 
was calculated daily. It was believed that these figures would show 
any changes in practice on the ward and that the calculation of these 
percentages would therefore help to monitor such changes. The percen- 
tages should not be viewed in isolation but should be considered in 
conjunction with the number of hours which they represent. It was 
later decided that daily calculation was not required but that weekly 
figures would show any changes. The weekly number of hours and the 
average percentage of time spent in each category is illustrated in 
Table 27. 
The average number of hours spent weekly in two categories 
"Distraction Therapy" and "Miscellaneous rreparation Time" remained 
constant but the average percentage of time in these two categories 
changed by .1 and .2% respectively as the total amount of time changed. 
The average number of hours-spent in all other categories changed. 
However, for "Individual Care ", 'riiedications" and "housekeeping" the 
average percentage of time did not change. This result was unexpected 
in the categories "Individual Care" and "Medications" as the activities 
in both these categories depend on the needs of individual patients. 
It was thought that, as the individual needs in these categories changed, 
163. 
TABLE 27 
NUMBER OF HOURS AND PERCENTAGE OF DAY DUTY STAFFING HOURS 
REQUIRED IN EACH CATEGORY BY WEEK 
. April May 
1 - 6 7- 14[15 -21 22 -28 29 -5 6 -12 13 -19 20 -26 
Basic Care hours 118 110 117 106 93 79 84 85 
% 11 11 11 10 9 9 10 10 
Mobilisation Hours 177 185 192 199 186 154 150 153 
% 17 18 18 18 19 18 18 18 
Technical Hours 15 14 21 30 27 15 19 13 
Care % 1 1 2 3 3 2 2 1 
Individual Hours 24 18 23 22 21 17 20 18 
Care % 2 2 2 2 2 2 2 2 
Observation Hours 53 40 43 47 47 40 39 41 
5 4 4 4 5 5 5 5 
Treatment by 
Medical Staff Hours 6 2 5 6 8 6 5 4 
and /or % .6 .2 .5 .6 .8 .7 .6 .5 
Investigation 
Future Hours 5 5 5 4 4 6 4 3 
% .5 .5 .4 .4 .4 .7 .5 .3 
Report Hours 28 28 27 28 23 21 20 19 
% 3 3 3 3 2 2 2 2 
Rounds Hours 26 27 27 27 26 24 24 24 
% 2 3 3 2 3 3 3 3 
Administration Hours 8 8 8 8 7 7 6 7 
% .8 .8 .8 .7 .7 .8 .8 .8 
Medications Hours 32 28 30 30 29 27 23 24 
% 3 3 3 3 3 3 3 3 
Housekeeping Hours 11 10 10 11 10 9 9 9 
% 1 1 1 1 1 1 1 1 
Meals Hours 134 121 126 127 106 105 97 100 
% 13 12 12 12 11 12 11 12 
Planned Hours 1 1 3 3 2 2 1 2 
Admissions % .1 .1 .2 .2 .2 .2 .1 .2 
Meetings Hours 3 5 6 4 5 6 4 4 
% .3 .5 .6 .4 .5 .7 .5 .5 
Distraction Hours 6 6 6 6 6 6 6 6 
Therapy % .6 .6 .6 .6 .6 .7 .7 .7 
Miscellaneous Hours 4 4 4 4 4 4 4 4 
Preparation % .3 .4 .3 .3 .4 .4 .5 .5 
Time 
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the percentage of time would fluctuate. The average amount of time 
spent in "Housekeeping" varied by only 2 hours so the effect on the 
percentage of time was negligible. 
The difference in the percentage of time spent in "Future ", 
"Administration ", "Planned Admissions" and "Meetings and Inservice 
Education" was also negligible. 
The average difference in the percentage of time spent in other 
categories - "Basic Care ", "Technical Care ", "Observations ", 
"Treatment by doctors and /or Examinations ", "Report "! "Rounds ", and 
"Meals" varied by if or 2%. With this small range of average 
percentages of time spent in the categories, it would appear that these 
figures could be used as a base -line from which to measure changes. 
Comparison of results using the formula described in this study and 
630,31 
the Aberdeen Formula. '(Section I, Chapter 1) 
A method of testing the suggested formula was to compare the 
results obtained by using the formula with those obtained by using 
another formula. It was not expected that the results would be the 
same as the basic assumptions of each formula are different, but the 
possible reasons for any difference may be considered. 
7 
The formula chosen for comparison was the Aberdeen Formula. There 
were three reasons for this choice: 
First: it required no additional work measurements on the part of the 
researcher. Some other methods of calculating workload or establish- 
manta might have involved additional time measurements. The "Aberdeen 
Formula could be used to give crude results with the figures provided. 
Secondly: it was possible for the researcher to record the required 
information. Other possible formulae might have required recording by 
the ward staff which sould have added to their workload. 
Thirdly: it was the formula which appeared to be best known and most 
likely to be used by nurse administrators in Scotland. 
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During the month of May 1974, daily information about the 
classification of patients according to the "Aberdeen Formula" was 
recorded. This information and the calculations are shown in 
Appendix 9. If according to that formula the allowed hours per week 
per actual patient waee 20 hours, the following calculations can be 
made: 
April/May 1974 - average number of patients = 33 
multiplied by 
20 hours per patient 20 
70 hours 
660 hours divided by 40 hours per week 
per full time staff a 16.5 full time staff 
This figure can be compared with the calculations made according to the 
formmla described in this study: 
April /May 1974 - number of staffing hours 
required for day duty 
divided by 
and multiplied by 





i 16 full time staff 
(15.7) 
This is a difference of 32 hours or .8 of a full time staff member. 
One apparent difference between the two methods is that the 
Aberdeen Formula operates on a retrospective basis whereas the suggested 
formula operates on a prospective basis. 
It would have been desirable to compare the results reached daily 
by using each of the formulae. However, as the "Aberdeen Formula" was 
not meant to be used on a daily basis, such comparisons between the two 
formulae could not be made. However, as patients on the ward were 
categorised according to the "Aberdeen Formula" for four weeks in May 
1974, weekly comparisons between the workloads calculated by using the 
two formulae can be made for this period. (Figure 13.) 
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WEEKLY STAFFING HOURS REQUIRED AS CALCULATED BY THEMABERDEEN FORMULA!' 
AND BY THE FORMULA SUGGESTED IN THIS STUDY 
Weekly Equivalent 
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According to the'Aberdeen Formula: 15 full time staff members were 
required on each of the four weeks whereas according to the formula 
described in this study, the numbers of staff required over the four 
weeks were 15i, 132, 14 and l5i respectively. Although these 
differences may appear to be negligible, at the least the difference 
is an average of almost 3 hours a day and at the most almost 9 hours a 
day or more than one full time staff member. The use of the °Aberdeen 
formula conceals the differences between days and therefore the 
discrepancies on specific days might be even more acute than is 
suggested by the averages. 
Reasons for the differences in the required staffing hours using 
the two formulae are difficult to explain. 
Although some of the category names in the two systems are identi- 
cal, the items of care included under these categories differ. Also 
as the suggested system divides care into Planned and Unplanned 
Activities, direct comparisons of time spent in the categories cannot 
be made. Providing these differences are recognised some comparisons 
may be made. There may be a difference in the basic care given to 
If a 
each patient in the two systems; the Aberdeen formula provides for a 
standard routine basic care for helpless patients, in the suggested 
formula the care is based upon the needs of each individual patient 
and even some helpless patients may not require the cPre described in 
4 
the Aberdeen formula; for example, certain patients may not require 
a daily bath. 
The amount of time required for technical care in the suggested 
formula is considerably less than that allowed for in the Aberdeen 
Formula, that is an average of 2 hours per patient per week of planned 
technical care compared with the fixed 4 hours per patient per week 
allowed in the'Aberdeen Formula based on 472 of basic care required 
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multiplied by average dependency. The ward observed in this study had 
several long term patients awaiting geriatric placement; the technical 
care required by these patients may tend to be low and therefore to 
decrease the ward average. 
Summary 
The suggested system of calculating workload was carried out on 
one ward for two months. The number of full time equivalent staff 
required on day duty varied from 9 to 14. This result would support 
the need for daily workload calculations. Factors which appeared to 
affect the number of staff required were: the number of patients, the 
day of the week and the individual needs of the patients. 
Other information such as the amount and percentage of time spent 
in various categories of care was also calculated. This information 
would be useful for making comparisons among wards and for determining 
changes in work patterns. 
It was illustrated that the amount of staff required was affected 




OPERATION OF THE SYSTEM BY THE WARD STAFF 
As the system was only observed to have functioned when it was 
operated by the researcher, it was important to see if it could be 
operated by the ward staf because in actual use the ward staff would 
have to collect the information. Therefore it was planned that with 
their permission the ward staff would participate in the system to the 
extent of entering times on the nursing care plans and transcribing the 
information during the night. The calculations would continue to be 
done by the researcher. 
The tfard Sister was the first person from whom this permission was 
requested. If she refused there would have been no point in enquiring 
further. Having received the lard Sister's approval, the Nursing 
Officer, Senior Nursing Officer, Night Nursing Officer and night duty 
staff were approached for their permission. In each case permission 
was granted. 
The process of appending the amount of time required to the 
description of the care planned for each patient and described on the 
nursing care plan had to be explained to the new ward staff. 
However, in practice, the researcher was not able to give 
instruction to the individual staff members because she felt that 
forcing the issue might have been unacceptable, thereby jeopardising 
the completion of the study. 
The staff on night duty had to be instructed in the method of 
recording the information required. For this purpose it was necessary 
to redesign the second of the collection sheets as the ward staff were 
not as familiar with the information required as was the researcher. 
The amended form is shown in Appendix 10. 
In addition, a form on which to record actual staffing hours was 
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introduced. Previously, the researcher had recorded this infor- 
mation on plain paper but a more detailed form was thought to be easier 
for the ward staff to use. 
In order to assist the ward staff on both day and night duty in 
the operation of the system, a pamphlet replicated in Appendix 11, 
containing the following information was supplied to the ward: 
- the instructions for inserting times on the nursing plans, (page 1) 
- the instructions for completing the three pages of information 
required to calculate the workload and a copy of each page, 
(page 1 - 2) 
- a list of weekly routines, (page 2) 
- a description of various activities and the average time required 
for each, (pages 11 - 7) 
- tables of various combinations of care related to MMobilisation" and 
the average time for each section of the care and total average time 
required for the combination, (pages 12 - 18) 
- multiplication tables for various combinations of patients and /or 
staff. (page 21) 
In the period between the collection of workload information by 
the researcher and that by the ward staff there had been some changes 
to the ward. Two 8 bedded rooms on the second floor had been closed 
and the ward had become a 23 bed acute medical ward for female patients. 
This change had some effect on the workload apart from that caused by 
the reduction of the number of patients. For example, there was only 
one sluice to clean instead of two. The amount of time for "Rounds" 
and for serving meals was not changed despite the fact that these 
activities had formerly involved negotiating stairs, because any 
previous attempt had shown this time to be negligible. The time 
required for medicine rounds was not changed because the medicine trol- 
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ley was still kept on the second floor and therefore the same mount 
of time was required for moving it to and from the first floor by lift. 
Another change which occutred during the interim period was 
deletion of "checking pharmacy supplies" from the workload as this 
activity had been taken over by the pharmacists. 
Because of the change in the number of beds and the other less 
important changes, it was expected that the results would be somewhat 
different from those obtained previously. 
The collection of information by the ward staff commenced on 
March 8, 1975. Some difficulties became apparent; these were: 
- the amount of time required for activities was not always entered on 
the nursing care plans, 
- page two of the collection forms was incorrectly completed as to the 
number of patients at various times throughout the day which changed 
due to expected admissions and discharges, 
- activities from the ward calendar which did not occur daily were not 
always recorded. 
Because of these problems it was decided to reduce the number of 
entries required on the collection forms. This change made the forms 
easier to complete by making the calculations more complicated. A 
Busicom 207 calculator was available for use in the Nursing Research 
Unit. As a punch card programme could be employed for use in the 
calculator, the increased calculations could be done in a reasonable 
time. Previously the calculations of the time required for general 
Nard activities were done individually. By using the Busicom 
calculator the fixed times could be included in the programme and only 
the variable numbers had to be entered; the multiplication and other 
calculations could be done automatically. rrovision could be made for 
adding the number of admissions and subtracting the number of discharged 
1720 
from the number of patients. Because of this feature, the revised 
forms required the insertion of the number of patients at 0300 hours 
only (the time during the night when the forms were most conveniently 
completed). The problem concerning the accuracy of the number of 
patients at various times throughout the day was thus removed. The 
revised form and instructions for its use are shown in Appendix 12. 
A programme for the calculation of workload designed by the researcher 
for use with the Busicom 207 is described in Appendix 13. 
Some of the other information which was omitted from the collec- 
ting sheets could be added by the researcher as it was generally 
information which was recorded in the ward diary. However, if no 
time was indicated on the nursing care plan or if no nursing care plan 
was initiated, there was no available information for the researcher 
to add. 
During a period of time from March 8, 1975 to August 31, 1975 
which covers 177 days, no information about the number of staffing 
hours available on day duty was recorded. 
On 88 days there was insufficient information provided from which 
to calculate the staffing hours required for day duty; the same was 
true for 85 days in relation to night duty. On 28 days, 16% of the 
time, no information was recorded. The number of forms with 
insufficient information by day of week is shown in Table 28. 
On 15 days, 80% of the time, the recordings were incomplete. On 
9 of these days, the number of staff expected to come on duty was not 
recorded. Generally when this omission occured the researcher was 
able to add the information. However, on a few occasions the forms 
were not collected daily and the missing information could 
not be 
added by the researcher. 
On L15 days, 25% of the time, the times required for 
care was not 
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TABLE 28 
INADEQUATELY COMPLETED FORMS BY DAY OF WEEK 










DAY OF WEEK PLAN TOTAL 
MONDAY 6 1 0 7 
TUESDAY 2 3 10 15 
WEDNESDAY 1 2 14 17 
THURSDAY 6 3 11 20 
FRIDAY 8 1 10 18 
SATURDAY 2 3 0 5 
SUNDAY 3 2 0 5 
TOTAL 28 15 45 88 
recorded on the nursing care plans. This omission was usually 
indicated on the forms by the notation "no times stated" and occured 
on week days rather than on the weekend when one of the nurses on night 
duty recorded the needed information on the nursing care plans. 
There was no obvious explanation for the higher incidence of missing 
times on Wednesdays shown in Table 28. 
The Ward sister felt that recording times on the nursing care 
plans took a considerable amount of her time. This comment suggested 
that the ward sister was the only member of the trained staff on day 
duty who recorded times on the nursing care plans. There may have 
been two reasons for the Ward Sister retaining this function. It may 
have been her preference to do so or the other trained staff members 
may have lacked the impetus or knowledge to record the times. As 
this particular aspect accounted for the majority of days when the work- 
load was not calculated, it must be considered in relation 
to the 
actual use of the system. It is suggested that in 
that situation all 
staff members would be instructed in the operation 
of the system. 
Therèfore the additional workload of appending 
times to the care 
171. 
described on the nursing care plans would be shared by all staff 
members. In fact this recording could most easily be done at the 
time of describing care on the nursing care plan. It is suggested 
that if this work had been shared it would not have taken too much of 
one person's time. 
In the actual use of this system workload information would be 
provided and used daily; therefore the staff members would have 
greater motivation to record workload information and the work would 
have higher priority. 
As the information required to calculate the workload was trans- 
cribed on 85 out of 177 days by the ward staff, it must be considered 
that there were no absolute difficulties which prevented the operation 
of the system by the ward staff. 
The information recorded on the days when only partial information 
was given, was used in the calculations where possible, for example, 
in the calculations concerning particular categories of care. 
In this section of the study it was important not only to determine 
if the ward staff could operate the system but also to continue to 
monitor the workload results. 
The number of patients ranged from 15 to 23 with an average of 22 
on the ward during this period (based on 155 days). The day staffing 
hours required ranged from 39.5 to 81 which equates to a full time 
staff of 5 to 10 (based on 85 days). Although the actual figures 
differ the range of staffing hours required on day duty for the two 
collection periods was within .5 hours. This result would support the 
argument that daily calculation of workloads is required. 
On night duty the staffing hours required, based only 
on workload 
figures and not on the staff required for General Observation, 
ranged 
from 17 to 53 which equates to 2 to 5 full time 
staff (based on 92 days). 
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The range for staffing hours on night duty for the second collection 
period was greater (36) than for the first collection (25) . Such a 
large difference could be due to the fact that there were more days in 
which the differences could occur. It also supports the need for 
daily calculation of the workload for night duty. 
Summary 
The ward staff undertook the operation of the system to calculate 
the workload to the extent which would be expected of staff in an 
actual situation. There were some problems with the collection of 
the information required for the calculations which might have been 
due to inadequate instruction or to the low priority which is natu- 
rally given to an unproductive project emanating from outside the 
hospital. 
It appeared that the problems evidenced in this project were due 
to motivation and instruction rather than lack of capability. It is 
thought that if the staff members could see evidence of the effect of 




EXTENSION OF THE SYSTEM TO OTHER AREAS 
Although the system for calculating wcrkload was seen to function 
on one ward, several points remained to be answered in relation to the 
introduction and operation of the system on a wider scale. Some 
factors which might affect the workload on different wards would be: 
- the physical structure of each ward, 
- the type of ward in relation to speciality, 
- the percentage of time spent in each ward in Planned and Unplanned 
Activities. 
Any difference in structure of the ward would be incorporated in the 
amount of time required on each ward for various activities. Dif- 
ferences in practices rel ted to Planned Activities would also be 
reflected in the system either by the inclusion of a specific activity 
or in the specific amount of time required for an activity by each 
ward. The amount of time spent in different categories such as 
"Basic Care" or "Technical Care" might be expected to differ among 
various types of wards in relation to speciality. Such differences 
may ultimately affect the percentages of time spent in Planned and 
Unplanned Activities. Conversely the different amounts of time 
required in various categories may balance each other and the percen- 
tages of time spent in planned activities remain roughly the same. 
The percentages of time spent in Planned and Unplanned Activities would 
be expected to be different on general and intensive care wards where, 
due to the acute conditions of the patients, the amount of time spent 
in Unplanned Activities would be expected to be higher. 
If there are differences among wards in the percentages of time 
spent in Planned and Unplanned Activities, then comparisons between the 
amounts of time spent in various categories would be difficult. 
177. 
Comparisons of the amount of time required for any category would not 
reflect the percentage of time required and comparisons of the percen- 
t e of time required would not reflect the amount of time required. 
This difficulty might be overcome by comparing the percentages of 
planned time rather than percentages o_ total time. 
In order to determine whether there was a difference in the 
percentages of time spent in Planned and Unplanned Activities on 
different types of wards, it was first necessary to determine if the 
percentages were the same on wards with the same medical speciality. 
Therefore it was decided to expand the system into two other acute 
medical wards in the same hospital. These two wards, called Ward Two 
and Ward Three, were similar in physical structure to each other but 
were different from that on Ward One. Each ward contained three 
patient rooms of 8, 5 and 6 beds located on one floor. Ward Two was 
for male patients and Ward Three for female patients. The consultants 
and Nursing Officer were the same as on Ward One. 
Permission for the expansion was sought and obtained from the 
Principal Nursing Officer, Senior Nursing Officer, Nursing Officers and 
Ward Sisters involved. 
It was planned to send weekly reports of the daily workload infor- 
mation calculated to the Senior Nursing Officer, the day and night duty 
Nursing Officers and each Ward Sister. The form used for this purpose 
is shown in Appendix 14. The system would run for six months after 
which a questionnaire about the collection of the information and the 
ultimate use to which it had been put would be distributed to the 
Senior Nursing Officer, the two Nursing Officers, the Ward Sisters and 
the night duty staff who took part in the collection. 
The first step in the expansion was the calculation of the 
percentages of time spent in Planned and Unplanned Activities. The 
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method used was the same as that for Ward One but fewer staff members 
were observed on each ward. Each staff member was asked individually 
for permission to be observed for the purpose of timing her activities. 
In each case permission was granted. On day duty on each ward, four 
staff members and the ward sister were observed on one period of duty 
each. The percentage of time sent in Planned and Unplanned 4ctivi- 
ties on day duty on both wards are shown in Table 29. 
In the ultimate calculations the time spent in the category 
"Available Time" was again excluded. 
The percentages of time spent in Planned and Unplanned Activities 
on night duty on both wards are shown in Table 30. Two staff members 
were observed on each ward, these were an enrolled nurse and a nursing 
assistant, the only other grade of staff which occasiLnally was on 
night duty was a registered nurse. 
As these results were, with one exception, based on a small sample 
but were within the range of the results obtained on 'Ward One, the 
results from the three wards were combined and the mean of these 
results was used in the calculation of the workload on all three wards. 




PERCENTAGES OF TIME SPENT ON DAY DUTY IN PLANNED ACTIVITIES, 
UNPLANNED ACTIVITIES AND AVAILABLE TIME ON WARDS 2 AND 3 
WARD 2 EXCLUDING AVAILABLE 
TIME 
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Mean 68 32 
Standard Deviation 7. 7 
WARD 3 







Nurse on 67 26 7 72 28 
Early Duty 
Enrolled 
Nurse on 44 30 26 60 40 
Late Duty 
Registered 




Standard Deviation 5.12 
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TABLE 30 
PERCENTAGES OF TIME SPENT ON NIGHT DUTY IN PLANNED ACTIVITIFS, 
UNPLANNED ACTIVITIES, GENERAL OBSERVATION AND AVAILABLE TIME 
ON WARDS 2 AND 3 
WARD 2 EXCLUDING AVAILABLE TINE 
STAFF PERCEN- PERCEN- 'iERCEN- ' PERCEN- PERLEN- PERLEN- PERCEN- 
MEMBER. TAGE OF TAGE OF TAGE OF TAGE OF TAGE OF TAGE OF TAGE OF 
OBSERVED TIME IN TIME IN TIME IN AVAIL- TIME IN TIME IN TIME IN 
PLANNED UMPLAN- GENERAL ABLE PLANNED UMPLAN- GENERAL 
ACTIVI- NED AC- JBSER- TIME ACTIVI- NED AC- OBSER- 
TIES TIVITIESVATION TIES TIVITIES VATION 
Enrolled 
Nurse 44 19 36 1 45 19 36 
Nursing 
Auxiliary 32 23 42 2 33 214 43 





















35 27 39 
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TABLE 31 
PERCENTAGE OF PLANNED /UNPLANNED TIME SPENT IN PLANNED AND 
UNPLANNED ACTIVITIES ON DLI DUTY ON 3 WARDS. 
PERCENTAGE OF TThE 
IN PLANNED ACTIVITIES 
PERCENTAGE OF TIME 
IN UNPLANNED ACTIVITIES 




















Median 71 29 
Standard Deviation 10.15 
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TABLE 32 
PERCENTAGE OF PLANNED /UNPLANNED /GENERAL OBSERVATION TIME SP NT 
IN PLANNED ANL UNPLANNED ACTIVITIES AND GENERAL OBSERVATION ON 
NIGHT DUTY ON 3 WARDS. 
PERCENTAGE OF TIME 
IN PLANNED 
ACTIVITIES 




TIME IN GENERAI 
OBSERVATION 
Ward One 32 30 38 
38 23 39 
35 20 45 
44 13 43 
44 28 28 
35 32 33 
40 37 23 
33 26 40 
46 24. 30 
35 23 42 
Ward Two 45 19 36 
33 24 43 
Ward Three 43 28 29 
26 26 48 
Mean 38 25 37 
Median 36.5 25 38.5 
Standard DeviatiSn 5.80 5.69 7.09 
As can be seen from Table 31 the average percentage of planned/ 
unplanned time spent in Planned Activities used for calculating the 
workload for the day shift on the three wards was 70 %. The average 
percentage of planned/unplanned time spent in Planned Activities used 
for calculating the workload for the night shift on the three wards was 
38% as seen in Table 32. 
Activities on Wards Two and Three were observed and timed on at 
least ten occasions. The time selected for use was the mode when one 
emerged, otherwise the mean was selected. These times were used 
either as fixed times in the case of general ward activities or 
as 
guidelines to assist the nurses in judging the amount of 
time required 
for individual patients. When activities did not occur frequently 
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enough to obtain ten recordings, the observations made on all three 
wards were combined to obtain the mode or mean. This circumstance 
occut.ed only in the case of activities related to direct patient care 
and therefore would only be used as guidelines not as fixed times. 
The record of these observations are shown in Appendix 15. 
Comparison of time required for activities on three wards 
A4.though it was expected that the average amounts of time required 
for activities on the three wards would not be the same there was one 
difference which illustrated the uniqueness of the wards. This was 
the amounts of time required for Reports, as illustrated in Table 33. 
TABLE 33 
MINUTES PER PATIENT REQUIRED FOR REPORT ON THREE WARDS, 
WARD 1 WARD 2 WARD 3 
MORNING REPORT .22 .70 .40 
NOON REPORT .40 1.70 1.0 
NIGHT REPORT .30 .90 .60 
Pamphlets which gave directions for the operation of the system 
including a list of the average times which had been obtained for each 
specific ward were given to the wards. These were similar to that 
given to Ward One shown in Appendix 11. 
The ward staff members were instructed in the addition of the time 
required for activities listed on the nursing care plan. The night 
duty staff were instructed in the completion of the worksheets, 
The 
collection of workload information on the two new wards began on 
September 1, 1975 and completed on February 28, 1976. 
On all three wards there were occasions when the workload 
could 
not be calculated because the worksheets were not sufficiently 
completed. There were two main omissions, either no information 
was 
recorded or times were missing from some nursing care 
plans. Ward 
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Three had fewer omissions due to the latter reason than did the other 
two wards. Otherwise the incidence was comparable. 
As discussed previously these omissions could be due to pressure 
of work as the night staff were not permanently assigned to one ward, 
or lack of knowledge as to how to complete the worksheets. On Ward 1 
worksheets were not completed most frequently on a Friday, on Wards 2 
and 3 worksheets were not completed most frequently on a Monday. 
There were also occasions when times were not listed on nursing 
care plans. This omission again did not occur on Saturday, Sunday or 
Monday on Ward 1, but was relatively evenly spaced throughout the week 
on Wards 2 and 3. 
Occasionally on all three wards some information related to 
general ward activities was omitted from the forms. 
The Required Staffing Hours on Three Wards 
The ranges of staffing hours required on day duty for all three 
wards from September 1, 1975 to February 28, 1976 are shown in Table 34. 
TABLE 34 
RANGES OF STAFFING HOURS REQUIRED ON DAY DUTY ON THREE WARDS 
FROM SEPTEMBER 1, 1975 TO FEBRUARY 28, 1976 
WARD 1 WARD 2 WARD 3 
RANGE OF STAFFING HOURS 11.5 - 37.5 - 58.5 - 
REQUIRED 70.5 78 118 
AVERAGE STAFFING HOURS 
55 56 78.5 REQUIRED 
i 
The ranges support the need for daily calculation of staffing hours. 
If each ward had been provided with the average staffing hours 
required +' 4 hours, the comparisons between the available and required 
staffing hours would be as shown in Table 35. 
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TABLE 35 
COMPARISON OF AVAILABLE AND REQUIRED STAFFING HOURS FOR DAY DUTY 
ON THREE WARDS IF THE AVERAGE STAFFING HOURS HAD SEEN PROVIDED 
WARD 1 WARD 2 WARD 3 
NUMBER OF DAYS WHEN 35 37 21 
STAFFING WAS APPROPRIATE 44% 43% 18%. 
NUMBER OF DAYS OF OVER.. 22 26 54 
STAFFING 28% 30% 47% 
NUMBER OF DAYS OF UNDER- 23 23 41 
STAFFING 29% 27% 35% 
TOTAL 80 86 116 
101% 100% 100% 
On all three wards the number of days with adequate staffing 
hours was less than half of the days when the workload was calculated. 
It might be argued that the staffing hours available could be shared 
among the three wards as they were all acute medical wards. There- 
fore the staffing hours required for one week on all three wards, 
shown in Table 36 was considered. 
186. 
TABLE 36 
REQUIRED AND AVAILABLE STAFFING HOURS ON DAY DUTY FOR ONE WEEK, 
IF THE AVERAGE STAFFING HOURS HAD BEEN PROVIDED 
DAY MON. TUES. WED. THUR. FRI. SAT. SUN. 




























































Difference -7 -8 _ +7 -4.4 +2 1r2 
Total 
Difference - -13 +8 -i-2 46 46 -i-9 
As can be seen in Table 36, on only one day, Thursday, would the 
extra staffing hours available on one ward cancel the deficit on 
another. On 4 days all the wards would have sufficient or extra 
staffing hours and on one day 2 wards would have insufficient staff 
which could not be supplied from the third ward. Therefore, it 
would seem that sharing of staff would not generally have been helpful. 
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Factors affecting the workload. 
In the first calculation the factors which were thought to affect 
the workload were: the number of patients, the day of the week and 
the care required by individual patients. 
The number of patients. 
It can be seen from Table 37 that the ranges of staffing hours 
required for a certain patient census overlap. 
TAB,, 37 
RANGES OF STAFFING HOURS REQUIRED ON DAY DUTY BY PATIENT CENSUS 
WARD NUMBER OF PATIENTS RANGE OF STAFFING HOURS REQUIRED 
1 18 41.5 - 41.5 
19 48 - 55 
20 44 - 60 
21 5o - 62 
22 46 - 65 
23 43 - 70.5 
2 15 42 -50 
16 4o - 61 
17 37.5 - 67 
18 37.5 - 66 
19 48 - 78 
3 15 62 - 71 
16 68 - 79 
17 59 - 92 
18 59 - 107 
19 58.5 - 118 
The upper limit of each range however, generally increases with the 
number of patients. These results would seem to support the premise 
that although the number of patients affects the number of staffing 
hours required to some extent, it is not the only factor involved. 
Some of the earlier methods of calculating nursing establishments 
alluded to in Chapter 1 were based on the number of patients. 
The day of the week. 
There were differences in the amounts of time required in 
some 
categories on certain days of the week. These differences 
varied 
-LUV 
among the wards and the majority were inexplicable. On 3, for 
example, on day duty more time per patient was required for Basic Oare 
on Mondays and Thursdays and less on Saturdays. The average minutes 
per patient by day of the week required in various categories is shown 
in Appendix 16. 
The care required by individual patients. 
The care required by individual patients taken as a whole, that 
is the total of all care listed on the nursing care plans, required 
the largest amount of time in any category. Therefore any changes in 
the amount of time required in this category would have a considerable 
effect on the staffing hours required. Tables 38 and 39 show the 
ranges in the number of minutes required on day and night duty for the 
total of the care required by individual patients. 
TABLE 38 
RANGES OF MINUTES REQUIRED FOR THE TOTAL CARE LISTED DAILY ON THE 
NURSING CARE PLANS FOR DAY DUTY. 
WARD RANGE IN MINUTES DIFFERENCE IN HOURS 
1 1061 - 1914 14 
2 814 - 1950 19 
3 1666 - 4164 41.6 
TABLE 39 
RANGES OF MINUTES R3UIRED FOR THE TOTAL CARE LISTED DAILY ON THE 
NURSING CARE PLANS FOR NIGHT DUTY. 
WARD RANGE IN MINUTES DIFFERENCE IN HOURS 
1 425 - 1022 10 
2 373 - 538 6 
3 538 - 1268 12 
It is expected that these figures would be affected by the number of 
patients; therefore it was important to consider the time required 
for care by individual patients. The number of minutes of care 
189. 
required by individual patients on day duty on Ward 2 as described on 
their nursing care plans ranged from 5 minutes to 489 minutes as shown 
in Table 40. 
If groups of patients required the same care then it would be 
expected that there would be clustering around certain amounts of time 
required for care. There was no clustering but a mode of 15 minutes. 
The mode and other times which were required repeatedly were composed 
of times for different patients or for the same patient over a period 
of several days. 
This wide range with no clustering and a progressive increase in 
time illustrates the effect that any one patient could have on the 
workload. 
Fifty -seven percent of the patients required one hour or less of 
planned direct care on day duty, 25% required from more than one hour 
up to three hours of care and 17% required between three and eight 
hours of care. 
The percentage of time spent in various categories. 
One of the benefits of producing information is the comparisons 
which can be made among wards. One of the factors which can be 
compared is the average percentage of time required for different 
categories. 
Table 41 shows the average percentage of time spent in each 
category on each ward. 
The average percentage of time spent in "Basic Care" was similar 
on all three wards for day duty but Ward 2 had a lower percentage 
required for night duty. .A possible reason for this difference might 
be the number of incontinent patients. Ward 2 had one long term male 
patient who was occasionally incontinent whereas Wards 
i and 3 each had 
several long term female patients who were incontinent. 
190. 
TABLE 40 
NUMBER OF MINUTES RrZUIRtD DAILY ON DAY DUTY BY INDIVIllUAL 















































































































































































































































































































155 1 22G 2 294 2 
156 2 295 12 
222 19 
159 )4 298 3 
224 6 299 2 
161 2 225 5 
162 2 313 1 
229 3 
164 4 230 42 318 2 
165 2 231 1 319 6 
166 3 232 4 
233 8 322 7 
171 1 323 2 
235 2 
173 1 339 3 
174 )4 237 15 
175 5 238 8 414 i 
176 7 239 8 
177 1 2)40 1 424 1 
178 1 2)41 6 
179 1 433 1 
2Jí3 1 
181 4 244 1 459 1 
182 2 245 1 
183 2 2)46 5 489 2 
184 3 
185 7 250 1 
251 1 
187 8 
188 )4 254 3 
189 1 
190 12 256 13 
191 1 
192 4 259 5 
193 15 26G 1 
194 1 
264 1 
196 2 265 2 
197 1 266 3 
198 8 267 2 
200 1 274 2 
275 2 
204 1 
205 2 282 3 
209 1 285 10 
210 9 
211 1 289 2 
212 3 290 3 
291 3 
215 4 292 1 
216 2 293 4 
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TABLE 141 
AVERAGE PERCENTAGE OF TIME REQUIRED IN EACH CATEGORY OF PATIENT 
CARE AND GENERAL WARD ACTIVITIES ON THREE WARDS 
AVERAGE PERCENTAGE OF TIME 
CATEGORY' 
DAY DUTY NIGHT DUTY 
WARD 1 WARD 2 WARD 3 WARD 1 WARD 2 WARD 3 
Basic Care 17 17 16 8 5 8 
Mobilisation 15 5 12 17 2 13 
Technical Care 2 16 8 2 11 9 
Individual 
Care 3 .1 13 .1 .1 .5 





- - - - - - 
Future .2 .14 .1 - - - 
Report 3 7 3 1.2 14 1.2 
Rounds 4 4 3 15 2.2 1.0 
Administration .8 .7 .5 .9 1.3 .6 
Medications 3 2 1 2 2 1 
Housekeeping 1.5 .8 .6 - - - 
Meals 13 12 8 3 2 1 




- - - - - - 
Distraction 
Therapy 1 .0 .1 - - - 
Miscellaneous 
Preparation Time .5 .6 .4 .5 .8 .4 
Total 71 71 68 39 37 38 
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The average percentage of time spent in "Mobilisation" on both 
day and night duty was much lower on Ward 2 than on the other two wards. 
Mobilisation and the toileting of patients are obviously related, as 
mobile patients can generally attend to their own toileting -requirements. 
Female patients who required assistance with toileting may require 
bedpans or commodes, this is not true of male patients who use urinals 
for urination and require bedpans /commodes less frequently. The 
giving and removing of urinals takes much less time than the giving of 
a bedpan or commode. Ward 2 is a male ward, which may therefore 
account for the lower average percentage of time required for "Mobi- 
lisation". 
There was no obvious explanation for the difference in the average 
percentage of time required for "Mobilisation" on Wards 1 and 3. 
The average percentage of time required for "Technical Care" was 
very different on the three wards; there was no obvious explanation 
for these differences. 
There was also a considerable difference in the three wards in the 
average percentage of time spent in "Individual Care" on day duty. 
This difference was expected as Ward 3 frequently had entries on the 
nursing care plans under this heading whereas this occured only 
occasionally on Ward 1 but hardly ever on Ward 2. 
Other inexplicable findings among the three wards were the 
difference in the average percentage of time required for Observation. 
As all wards were acute medical wards it was expected that the percen- 
tage of time spent in such activities as measuring temperatures and 
blood pressures would be similar. 
The percentages of time required by all wards for "Treatments by 
the Medical Staff and /or Investigations" was very low, indeed for Ward 
3 it was zero. It was expected that on medical wards the percentage 
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of time required for this category would have been higher. 
As the percentage of time required for the category "Future" 
generally would reflect the number of discharges it was expected that 
the percentages of time required would have been similar on the three 
wards, which was not the case. 
The fixed time per patient for "Report" was different on each 
ward therefore it was expected that there would be a difference in the 
percentages of time required for this category. It WS unexpected 
that Wards 1 and 3 had the same percentage. 
As was expected the average percentage of time required for 
"Rounds" was similar on all three wards. 
The average percentage of time required for "Administration" was 
very small and therefore more vulnerable to fluctuation due to 
differences in the amounts of time required for other categories. 
For this reason the small variation in the average percentages of time 
required in this category was insignificant. 
The slightly higher average percentage of time required for 
"Medications" on Ward 1 may be due to the greater preparation time 
required because the trolley was kept on the second floor. Ward l 
also required a higher percentage of time for "Housekeeping" possibly 
also due to the longer preparation time. 
There was no obvious reason for the average percentage of time 
required for "Meals" being lower on Ward 3 than on the other two wards. 
On night duty the higher percentage of time on Ward 1 may have been the 
result of the staff serving drinks whereas this task was undertaken by 
the day duty staff on the other wards. 
The average percentage of time required for "Admissions" was 
almost neglibible. 
The average percentage of time required for "Meetings and 
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Inservice Education" was higher on Ward 3. It appeared to the 
researcher that, as the same Inservice Education opportunities were 
available to all wards, the difference could be due to a greater need 
for orientation. 
Ward 1 had scheduled "Distraction Therapy" thrice weekly hence 
the higher average percentage of time for this category. 
The different amounts and percentages of time required by the 
different wards in different categories demonstrates the individuality 
of the wards. Some of the differences occa.ied because of differences 
in the activities performed on the wards, for example the differences 
in "serving of night drinks ". Others may be due to differences in 
the views of the nursing staff, for example the differences in the 
amounts of time required for "Individual Care" and "Distraction 
Therapy" and also the differences in the time required per patient 
for "Report ". 
It is possible that differences could occur due to failure to 
record care to be given, or other Planned Activities. In a working 
situation which was being monitored by the Nursing Officer, it is not 
thought that such omissions would be allowed to continue. 
Another benefit of calculating the average percentages of time 
required for various categories is that changes can be monitored. 
Table )42 shows the monthly average percentage of time required for the 
categories of Care and General Ward Activities on ward 3. There were 
several categories in which the average percentage of time required 
changed over the six months, theseitmlucie.A Mobilisation" on both day 
and night duty which dropped for the last three months. On the other 
hand the "Technical Care" required for those three months doubled. In 
retrospect the reasons for these changes could not be illustrated by 
the information collected; but would require immediate investigation 
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TABLE 42 
AVERAGE PERCENTAGE OF TIME REQUIRED IN EACH 
CATEGORY BY MONTH ON WARD 3. 














Basic Care Day Duty 17 17 15 16 16 17 
Night Duty 8 9 8 7 7 7 
Mobilisation Day Duty 15 14 13 10 9 9 
Night Duty 17 15 15 10 9 8 
Technical Care Day Duty 4 6 5 11 11 14 
Night Duty 6 6 5 12 14 17 
Individual Care Day Duty 18 13 13 11 11 12 
Night Duty 1 .3 .4 .2 .6 0 
Observation Day Duty 1 2 2 2 2 1 
Night Duty 1 2 3 3 3 2 
Treatment by Med- Day Duty 0 0 .1 0 0 0 
ical Staff and/or Night Duty 0 0 0 0 0 0 
Investigation 
Future Day Duty 0 0 .1 .3 .2 .3 
Report Day Duty 2 3 3 3 3 3 
Night Duty 1 1 1 1 1 1 
Rounds Day Duty 2 3 3 3 3 3 
Night Duty 1 1 1 1 1 1 
Administration Day Duty .4 .5 .6 .5 .6 .5 
Night Duty .6 .6 .8 .6 .6 .5 
Medications Day Duty 1 1 2 1 2 1 
Night Duty 1 1 1 1 1 1 
Housekeeping Day Duty .4 .5 .6 .6 .6 .5 
Meals Day Duty 7 8 9 9 9 8 
Night Duty 1 1 1 1 1 1 
Admissions Day Duty .2 0 0 0 0 0 
Meetings and Day Duty .4 2 3 .8 .3 .4 
Inservice Education Night Duty .1 0 0 0 0 0 
Distraction Therapy Day Duty 0 .2 .4 0 0 0 
Miscellaneous Day Duty .3 .4 .5 .4 .4 .4 
Preparation Time Night Duty .4 .4 .5 .4 .3 .3 
Total Day Duty 69 71 70 69 68 70 
Total Night Duty 38 37 37 37 39 39 
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in order to discover their causes. 
The average percentage of time required for "Individual Care" was 
higher for September than for any other month. In September the 
staffing hours required on day duty on Ward 3 were considerably higher 
than the staffing hours available by an average of 39 hours or almost 
5 full time equivalent staff. (Appendix 17) When the "Individual Care" 
was omitted from the calculation, the required staffing hours and the 
available staffing hours were more comparable. This result may have 
influenced the amount of time recorded for "Individual Care" on the 
patients' nursing care plans which did not contain a description of 
the particular care that was to be given. 
The average percentage of time required for "Meetings and 
Inservice Education" was higher in October and November when two 
courses were held. 
198. 
The Percentage of Time Sent by Ward Sisters in Planned Activities, 
Unplanned Activities and in their Unique Functions. 
It has been noted previously that the role of the ward sister is 
different from that of other nursing staff. For this reason the 
percentages time spent by the ward sisters in Planned and Unplanned 
Activities were considered separately from those of the other staff 
members. The ward sisters spent less time in Planned Activities than 
did other staff. Table 43 illustrates the percentages of planned/ 
unplanned time spent in Planned and Unplanned Activities and in work 
unique to the ward sister. 
TABLE 43 
PERCENTAGE Or' TIhïE SPENT IN PLANNED AND UNPLANNED ACTIVITIES 







50 39 12 101 
56 29 15 100 
49 36 14 99 
40 50 10 100 
36 51 13 100 
53 33 14 100 
44 5o 6 loo 
47 41 12 NW 
49 39 13 MEDIAN 
2.5 2.8 2.88 STANDARD DEVIATION 
There may be several reasons for this result, Among the various 
categories of Unplanned Activities, the ward sisters spent more time 
in "Communication" than did other staff members, 65 minutes compared 
with 20 minutes. This difference may be due to two factors: first 
that "Communication" was only indicated if no other activity occured 
simultaneously. Therefore many staff members may have communicated 
while continuing with another activity. The ward sister in her super- 
visory role may have moved from staff member to staff member to 
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communicate with each and not have undertaken any other activity at the 
same time. Secondly, the ward sister may have been more in demand for 
communication as she was in a position to make certain decisions which 
other staff members would have to refer to her. 
The ward sisters also spent a higher amount of time in the category 
"Other Unplanned Activities ", 138 minutes compared with 95 minutes by 
other staff members. This difference may be due to the ward sister's 
position, she may be able to or be required to undertake certain 
activities. For example, as ward sister she would be ultimately 
responsible for maintaining emergency equipment in working order and 
would therefore be required to check such equipment. Although this is 
work which is known to have to be done, it does not usually have a high 
priority and is made to fit in with other activities. Hence it is an 
Unplanned Activity. 
The amount of time that ward sisters require to undertake their 
unique function has not been determined. In this study the average 
percentage of time spent by ward sisters in their unique functions was 
12%. Whether this was sufficient time or not it is impossible to 
determine. Therefore in order to determine the amount of time for 
which the ward sister might be attributed as being available to under- 
take the ordinary ward workload the following calculations might be 
made: 
If the workload is considered in terms of units and the total workload 
is equated to 100 units, then it could be said that ordinary staff 
members have 70 units of planned work to every 30 units of unplanned 
work. In addition to this the ward sister requires an extra 19 units 
for unplanned work as ward sisters spent 19% more time in Unplanned 
Activities than did the average of other staff members and 12 units for 
unique work as they spent 12% of their time in their un :que work. 
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Therefore 
70 units for planned work 
30 units for unplanned work 
19 units for extra unplanned work 
12 units for unique work 
131 units 
As the ward sister works an 8 hour day - 
131 units = 8 hours 
1 unit is 831 hours 
70 units planned ) 
= 100 units = 8 x 100 
30 units unplanned) 131 = 
6 hours 
Therefore the ward sister may be assumed as being available for 6 hours 
a day to undertake the calculated workloads which allows her 2 hours 
a day for her unique functions. 
The figures used in this study were based on earlier calculations 
made after the observations on Ward One and described in Chapter 7. 
According to these calculations the ward sister was to be counted as 
available for general ward work for 5 hours a day. 
201. 
Comparison of Time Taken for an Activity and the Time Listed on the 
Nursing Care Plan. 
As one of the problems of the system might be that the amount of 
time recorded on the nursing care plan could differ considerably from 
that actually taken, the following test procedure was implemented: 
the care given to a patient was observed and timed, and this measure- 
ment was compared with the care and time described on the nursing care 
plan. As the observation of the care of one patient might have 
involved a considerable period of time spent with little to observe, it 
was decided to observe two patients simultaneously. The first patient 
was selected at random and the second patient was the one to the 
immediate right of the first patient or if that bed was empty the 
second right, etc. In order to have observations covering the greater 
part of the waking day of the patient the observations were made during 
the following time spans: 
0730 to 1200 hours 
1200 to 1630 hours 
1630 to 2100 hours 
As it was possible that the first patient might be moved in the ward, 
his care would continue to be observed over the three periods while the 
second patient would continue to be the patient to the right of the 
first patient. However, if the first patient was discharged the care 
given to the second patient would become the main focus of observation 
and the care of the patient to his right the second. 
Two of the nursing care plans of the patients selected are 
summarised in Figures 1)4 and 15. 
202. 
FIGURE 11} 




SHOWER SELF - on alternate days - 
odd calendar days 
8 8 
UP AND ABOUT - DRESS - - 
OBSERVE FOR RIGORS - 
TEMPERATURE, PULSE, BLOOD PRESSURE 
daily 
10 14 
ENCOURAGE TO GO FOR WALKS 0 - 
FIGURE 15 
SUMMARY OF NURSING CARE PLAN OF PATIENT IN ROOM ',BED 3 
iums 
LISTED OBSERVED COMMENTS 
SHOWER WITH AID - on alternate patient helped 
days - on even calendar days 8 14 
UP SIT TWICE A DAY (discontinued 28 
December 15) 
WALK TO TOILET ONLY (ordered - 
December 15) 
UP AND ABOUT - DRESS (ordered - 
December 15) 
TEMPERATURE, PULSE, RESPIRATIONS, 
BLOOD PRESSURE four hourly 10 14 1 p.m. 
3 emperature, pulse 
1630 
5 1030 with 
'nstructor 
DEAF - WEARS HEARING AID - 
The patient in Room One,Bed Two received the care described on the 
nursing care plan. The ten minutes allowed for taking the temperature, 
pulse and blood pressure appears to be excessive. As December 15 was 
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an odd calendar day and the patient in Room 1/Bed 2 was to be given a 
shower only on even days the "Basic Care" described was carried out. 
This patient's order for "Mobilisation" was changed sometime during 
the morning of December 15 so the 28 minutes allowed for the giving of 
bedpans /commodes was no longer required. The ten minutes allowed for 
measuring the temperature, pulse and blood pressure every four hours 
was insufficient. 
The activities observed generally came under the category headings 
"Basic Care" and "Observations ". It was difficult to monitor the care 
listed under "observations" as recordings may have been made just 
before or just after the observation period. 
Omitting; the partially observed "Observations ", 8 activities took 
within one minute for brief activities and within 2 minutes for longer 
activities of the time listed on the nursing care plan. Three 
activities took less time than listed and 3 took more. It was 
difficult to make any judgement as to the accuracy of the times listed 
on the nursing care plans or to make any distinctions between the wards. 
Some of the activities which were not observed may have occured at some 
other time or a decision may have been taken not to carry out certain 
care due to the condition of the patient. Another reason for the 
discrepancy may have been that the nursing care plans were out of date. 
In a working situation these problems would be overcome as one effect 
of out of date information might be insufficient staff and the 
possibility of this effect might encourage the updating of the nursing 
care plans. 
Effect on the Workload of Changes Made on Nursing Care Plans During 
The Day. 
A factor which might affect the suitability of the staffing hours 
required as calculated by this system would be the difference in the 
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time required which might occur due to changes in the care given to 
patients. In order to observe the effect of such changes a record of 
changes was made. Changes might be due to unexpected admissions and/ 
or discharges or to adjustments made in the care given to the patients. 
The time of day that such changes were made would to some extent 
determine the effect on the workload. However, it would be impossible 
without continuous observation to determine at what time the changes 
were made. As this study was carried out by one person continuous 
observation over the 21 hour period was not possible. Therefore, on 
the day of recording, entries or deletions on the nursing care plans of 
care to be given and the time required dated the previous day were 
noted. For example: on Ward One on December 19, 1975 two new orders 
were written. For one of these there was no time noted. Th@ other 
required 11 minutes on day duty and 12 on night duty. 
Because no time was indicated for many of the changes it was 
difficult to determine the extent of time change created by the 
amendments to the nursing care plans. On this ward the greatest 
change measured was due to an emergency admission. This type of 
activity was accommodated for by the time allowed for Unplanned 
Activities. The changes on all wards are listed in Jppendix 18. 
The difference in the time recorded and the time subsequently applic- 
able due to changes in the care given to patients on day duty ranged 
from 0 minutes to 307 minutes and for night duty from 0 minutes to 60 
minutes. The mean of the actual changes on day duty (excluding days 
when there were no changes),,was 13 minutes and the median 20 minutes. 
On night duty the mean was 28 minutes and the median 21 minutes. 
There was only one day when the time change considerably exceeded the 
average. In such extreme circumstances the nursing officer should be 
made aware of the change in workload in order that she can take 
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appropriate action. Apart from this one exception, differences in 
workload could be accommodated for by the time allowed for Unplanned 
Activities. 
Views of Some Nursing Staff About the System of Calculating ? workload. 
In order to ascertain from the nursing staff involved, their views 
about the method of collecting workload information, a small survey was 
conducted during February 1976, the last month of collection of workload 
information. A questionnaire was given to the Senior Nursing Officer, 
Nursing Officers and Ward Sisters who had received weekly workload 
staffing information. 
The purpose of this questionnaire was to ascertain what nurses in 
management positions thought about the workload information they had 
received and also to give them an opportunity to comment on this system 
of collecting workload data. Another purpose was to elicit from the 
ward sisters the amount of time required on the ward to operate the 
system. Six questionnaires were given to: one senior nursing officer, 
one nursing officer, one night duty nursing officer and three ward 
sisters. All six questionnaires were completed and returned. The 
responses were not separated by job category because of the small 
numbers. The questionnaire and covering letter sent to the management 
nurses are shown in Appendix 19. 
The replies appeared to indicate that with a few reservations the 
information provided by this system although of little immediate 
benefit, might be useful in the future. Only one of the respondents 
would have liked daily information in order to make daily staffing 
arrangements. The nurses in management positions generally appeared 
to see the workload information in terms of long -term planning and not 
for deploying staff on a daily basis. This situation could have 
been 
influenced by the fact that they received information only once 
a week 
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when they were unable to act on it. 
Another questionnaire was given to staff members who participated 
in the study on night duty to elicit the amount of time required for 
completion of the worksheets and to ascertain what these nurses thought 
about the system. It was thought that such information might help to 
explain the apparent problems in operating the system, for example 
failure to complete all or part of the worksheets. Six questionnaires 
were given with envelopes in which they could be sealed and left for 
collection by the researcher. This questionnaire and covering letter 
are shown in ,Appendix 20. 
One questionnaire was not answered, but a letter discussing the 
study was enclosed in the envelope. 
The replies of the nurses would seem to indicate some difficulty 
with the medication portion of the worksheets. There does not'appear 
to be any way of overcoming this difficulty with manual recording of 
the information. Computer application would eliminate this problem 
as the medications would already be recorded. 
It was thought that seeing the results of their recording or non - 
recording might encourage the nurses to complete the worksheets. As 
apart from one nurse generally they had not seen these results, this 
possible source of encouragement was lacking. 
One factor mentioned by several of the night duty nurses was that 
frequently no times were appended to the care recorded on nursing care 
plans. 
Overall the nursing care plan appeared to have made more impression 
on the night duty nursing staff than any other aspect of the study. 
This circumstance: may have occurred because the nursing care plan was 
seen to be useful whereas the workload information may not have been 
seen as immediately of use. 
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The amount of time stated as required for the completion of the 
worksheets ranged from 10 to 45 minutes with a mode of 30 minutes. 
The amount of time expressed by the ward sisters as required to 
record the times required for activities on the nursing care plans 
varied. One ward sister was unable to comment, one suggested a total 
o: 45 minutes inclusive for all staff and one a total of 70 inclusive 
minutes for all staff. 
Summary 
The system of calculating nursing workload was extended to two 
acute medical wards. The average percentage of time spent in Planned 
Activities on all three wards was similar so the "three ward" average 
of 70% was used for calculating all the workloads. 
The working pattern of the three ward sisters was used to cal- 
culate the amount of time which ward sisters could bo assumed to be 
available for general ward work which was 5 hours a day. 
The workloads of the three wards were calculated over a period of 
6 months during which time the results were sent to the Senior Nursing 
Officer, the Nursing Officer, the night duty Nursing Officer and the 
Ward Sisters. The opinions of the staff members involved in collecting 
the workload data and those who received them were elicited by means of 
a questionnaire. 
An attempt was made to compare the time taken for an activity with 
the time listed on the nursing care plan. There were some discre- 
pancies in these times but the_ reasons for them could not be 
ascertained. 
The effect on the workload of changes made on nursing care plans 
during the day was measured and found, with one exception, that is, 




SUIÍARY RECOMMENDATIONS AND CONCLUSION. 
A method of calculating nursing workload based on individualised 
patient care has been described and tested. The researcher believes 
that any measurement of nursing workload should be based on the work 
that nurses should be doing rather than on what they are doing, as 
there are indications that there are differences between these two 
factors. The ideology of nursing accepted by the International 
Council of Nurses supports the idea of individualised patient care; 
it may be argued therefore that nurses should be giving individualised 
patient care and that the calculation of the nursing workload should 
be based on this tenet. 
An aid to the practice of individualised patient care is the 
nursing care plan. A form for such a plan was designed and adopted 
for use in the group of hospitals where this study was carried out. 
Some of the work done by nurses is planned, some unplanned. 
The amount of time required for the Planned Activities can be calcul- 
ated. The amount of time required for Unplanned Activities cannot be 
calculated but the average percentage of time spent in both Planned 
and Unplanned Activities can be determined. If the amount of time 
required for Planned Activities and the average percentage of time 
spent in Planned Activities are known, the workload can be calculated 
using the formula: 
Workload zs Amount of time required for Planned Activities 
Fraction of time spent in Planned Activities. 
The method of calculating nursing workload described in this 
thesis is based on individualised patient care. The benefits of such 
a system are: 
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a) The information produced reflects immediately changes in the care 
given directly to patients, 
b) The information produced reflects immediately changes in general 
ward activities, 
c) The workloads for both day and night duty may be calculated, 
d) The collection of information does not add substantially to the 
workload of the nursing staff. 
a) The effects of care given directly to patients is immediately 
shown in the workload because the occurence of activities related to 
care and the amount of time allocated for them are not fixed but 
reflect the actual daily schedule. Therefore this system of calcul- 
ating workload does not perpetuate a fixed routine or standard of 
care. 
b) General ward activities which occur other than daily would include 
Consultant's rounds, Meetings and Inservice Education and Distraction 
Therapy. Although consultant's rounds may be scheduled to occur 
regularly, the routine can be changed; such a change would immediately 
be reflected in the workload calculations. Inservice Education 
sessions and Distraction Therapy sessions may also be regularly 
scheduled. However, in both these categories special events may be 
scheduled and by using the suggested method of calculating workload, 
the effect on the workload of such events would be immediately 
reflected. 
c) Most methods of calculating nursing workload which have been 
suggested are for day duty only. The method described in this study 
is suitable for both day and night duty workload calculation. The 
staffing required on night duty however, should not be based only on 
the workload but also on the amount of General Observation required 
and the staffing required to provide coverage for staff meals. 
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d) 4s the recording of a nursing care plan is seen by the researcher 
to be an integral part of nursing care it is not considered to cause 
an increase in the workload. The appending of times to the care 
described on the nursing care plan will add slightly to the workload. 
Any such increases in the workload may be justified by the improved 
information produced. The workload engendered by the processing of 
the workload would depend on the method of processing used. This 
factor would require consideration when discussing the feasibility of 
introducing the system. 
In applying this system of calculating the nursing workload the 
commitment to the project of the nursing staff is an important factor 
as they would be responsible for recording the care required by 
patients, the amount of time required for this care and the general 
ward activities which are scheduled for a particular day. Non - 
commitment on the part of the nursing staff may create a problem as 
failure to record any one of these factors would make the calculated 
workload inaccurate. 
The following factors might be considered in attempting to 
maximise the commitment of the nursing staff: 
i) adequate instruction of the nursing staff about the purpose and 
operation of the system, 
ii) support for the system by nursing administrators, 
iii) demonstration to the nursing staff that the information produced 
by the system is beneficial. 
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Preliminar Work to be Done Before the S stem can Become O.erational 
The following steps are necessary for the introduction of this 
system of calculating nursing workload; 
1. Determine the amount of time required for Planned Activities. 
This process is discussed in Section II, Chapter 1. 
2. Determine the average percentage of time spent in Planned Activities 
for both shifts. This process is discussed in Section II, Chapter 2. 
3. Append for each shift, the amount of time required to the care 
described on the nursing care plan. 
4. Total for both shifts, the amounts of time listed on the nursing 
care plan and the amounts of time required for the general ward 
activities scheduled for that dey, to give the total amount of time 
required for Planned Activities. 
5. Calculate for both shifts, the total time required or workload on 
the basis of the total time required for Planned Activities equating 
to the average percentage of time required for Planned Activities. 
6. Divide the workload by the number of hours worked daily on the 
relevant shift, to give the full time staff required. 
7. Calculate the average percentage of time spent in the various 
categories of care and general ward activities. 
In order to maintain the system re- timing of activities is required 
when changes are made in activities for which the time required was 
fixed. For example: if there was a change in the meal service, the 
time required for the newly definediactivity would have to be measured. 
Even when obvious changes do not occur activities may gradually be 
modified, so periodical reassessment of the fixed amounts of time 
required for activities would be desirable. 
Comparison should also be made periodically of the amount 
of time 
required for activities which are based on nursing 
judgement and the 
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actual time taken. This practice would assure the nursing officers 
that the nursing staff were not over -estimating the amount of time 
required and would serve to update the guidelines times as necessary. 
Information Produced using this method of calculating Nursing Workload. 
The following information was produced using the method of 
calculating nursing workload described in this study; 
1. The staffing hours and full time equivalent staff required on day 
and night duty. 
2. The amount of time required daily by each patient for care 
described on the nursing care plan for both day and night duty. 
Such information can be accumulated to show changes and trends and to 
give weekly, monthly or yearly totals for both individual wards and the 
entire hospital. 
3. The weekly average percentage of time required in the various 
categories of care and general ward activities. 
The ranges in the staffing hours required daily as shown in Tables 
18 and 23, support the need for daily calculation of workload. 
The ranges in the amount of time required for care for individual 
patients described on their nursing care plans, as shown in Table 39, 
supports the concept that the care required by individual patients 
affects the number of staffing hours required and that it should therè.- 
fore be taken into consideration when calculating the workload. 
Suagested uses for the information produced. 
The workload information produced has several uses both short and 
long term, as described below. 
Information about available and required staffing hours on various 
wards can be used by the Nursing Officer to re- deploy staff 
as necessary 
to reach a balance. She may be able to send to an understaffed 
ward, 
either a member of the pool staff or a nurse from an 
overstaffed ward. 
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The ward sister will not need to make use of this information if the 
available and required staffing hours balance; however, if there are 
insufficient available staffing hours the Ward Sister can determine 
the priorities in order to determine which activities should be 
discharged in the time available. 
The ward sister or nurse in charge could use the information 
about the time required per patient for care described on the nursing 
care plan to assist in the allocation of care to be given. 
The ward sister could use the accumulated information to determine 
if generally more or less staffing hours were required on certain days 
of the week and.adjust her duty rota accordingly. 
The average percentage of time required in each category of care 
and general ward activities illustrates the work done on a ward. The 
amount of time required in any one of the categories may be considered 
by the nursing officer to be too high or too low. Some of the 
categories to which this judgement might apply are: Report, Distrac- 
tion Therapy, Meetings and Inservice Education. The amount of time 
required for these categories is based mostly upon the judgement of the 
nursing staff and is only slightly influenced by the number and 
condition of patients. Another category of care which might fit into 
this group is Individual Care. As the amount of time required in this 
category may depend on the opinions of the nursing staff about 
individualised patient care, an iu.ppropriate requirement might 
indicate lack of knowledge about or disagreement with the concept of 
individualised patient care. In any of these instances therefore, the 
nursing officer might wish to discuss the situation with the nursing 
staff. 
Other categories of care and general ward activities are affected 
by the number and conditions of the patients or by other factors not 
21) . 
easily influenced by the nursing staff. Differences in the amount 
and percentages of time required in the categories of care and general 
ward activities on various wards might have a variety of causes; if 
the differences are not immediately explicable then the nursing officer 
may wish to investigate further the possible causes which might be 
management policies rather than be related to the type of ward. 
Comparison could be made of the staff members on wards who spend 
different proportions of time in various categories. For example: 
the job satisfaction of staff members on wards where different percen- 
tages and amounts of time are required for Individual Care, Report and 
Inservice Education. 
Information about the time and percentage of time required by the 
nursing staff to perform certain activities would be useful in 
discussions about the efficient performance of those tasks which lie 
within the grey area of responsibility between nursing and other staff. 
For example in considering the serving of patients meals the following 
factors may be considered: 
a) the amount of time required by nursing staff in serving meals and 
the cost of this time, 
b) the amount of time which would be required by other staff and the 
cost of this time, 
c) the activities which would be undertaken by the nursing staff if 
they were not serving meals, 
d) the activities performed by other staff members while the nursing 
staff are serving meals. 
The nursing officer might also monitor exceptions from a set range 
of staffing hours required and exceptions from a range of average 
percentages of time required in categories of care. If the reasons for 
such exceptions are known they should be recorded, if they are unknown, 
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the possible reasons for the exceptions should be investigated. This 
information could be used by nursing administrators in discussions 
about such changes with other departmental administrators; for 
example, the effect on nurse staffing requirements of an early dis- 
charge policy. 
Senior nursing administrators could use the accumulated information 
on daily and weekly staffing requirements to assist in calculating the 
nursing establishments. 
As the number of staffing hours varied from day to day on each 
ward consideration must be given to what the ward establishment should 
be and how to accommodate for discrepancies between the required and 
available staffing hours. Factors to be considered in calculating the 
establishment are: the number of full time staff required to execute 
the workload, the percentage of time allowed for sickness and the 
percentage of time allowed for holidays and vacation. Consideration 
might also be given to an allowance of time for Inservice Education and 
Research. 
In this study the ward sister was adjudged as only a part of a 
full time staff member as she has certain unique functions, this factor 
must also be remembered when calculating the establishment. It has 
been suggested also that learners cannot be equated to full time staff; 
therefore consideration should be given to the portion of a full time 
staff member with which a learner equates. These figures may depend on 
the experience of the learner. 
The establishment may be divided into two sections, ward staff and 
pool staff. The ward establishment may consist of the average number 
of staff required on that ward. The pool staff establishment may 
consist of the remainder of the total establishment including the 
allowances for sickness, holidays, vacations, etc. 
Pool staff are staff who may be assigned to any ward as they are 
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not on the permanent establishment of a particular ward. If no pool 
staff is available the alternative system would allow for any staff 
member to be transferred temporarily to another ward. A disadvantage 
of this system is that staff members may resent moving to an unfamiliar 
ward. The experience of learners may be interrupted by transferring 
to another ward. On the other hand, if no suitable experience is 
available on the assigned ward another ward might be able to provide 
the necessary experience. 
The pool staff may be comprised of part -time, casual duty and 
temporary staff members. Using these staff members in this way may 
help to overcome any resentment on the part of full time staff members 
about having to work the hours and shifts rejected by part -time or cas- 
ual duty staff members. 
Pool staff members may be assigned at the beginning of each period 
of duty according to the workload information on all wards received by 
nursing officers or they may be assigned for longer periods when a 
prolonged staffing shortage is foreseen. 
Other information which might be provided through the suggested system 
of calculating nursing workload. 
If this method of calculating nursing workload is operated manually 
the amount of information produced must necessarily be reduced as 
otherwise the work involved in producing the information might make the 
operation unfeasible. In order to produce the information suggested 
in the following paragraphs it is suggested that computerised nursing 
care plans would be required. 
Whereas there are activities in nursing which can be undertaken 
only by trained staff there are few activities which should be only 
undertaken by untrained staff. The grade of staff required to under- 
take many activities depends on the condition of the patient. 
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Therefore it is important in calculating the staffing hours required on 
a ward to differentiate the grade of staff required. This was not 
done in this study as it was important initially to ascertain that the 
basic system was workable. It is possible however, using this system 
to determine the number of staff of the various grades required. This 
could be partially done by recording on the nursing care plan the lowest 
grade of staff required to undertake the activity for the individual 
patient. As there is an overlap of activities which may be performed 
by different grades of staff, by noting the lowest grade of staff which 
can perform an activity provides for economic efficiency. The ratio 
of trained staff to learners must also be considered as sufficient 
trained staff must be available to teach and supervise the work of 
learners. 
If the required staffing hours could not be provided some decisions 
have to be made about the priority of the activities to be done. A 
comparison of the activities undertaken and those left undone in these 
circumstances would be useful in demonstrating the priorities which 
were set by the nursing staff and the effects of understaffing. 
If understaffing were to remain a permanent feature, a list of the 
activities not being undertaken by the nursing staff would be useful in 
discussions about whether these activities were essential and if so 
what methods could be taken to ensure their execution. 
In order to demonstrate which activities had not been done, it 
would be necessary to indicate which activities had been completed. A 
difficulty associated with this procedure might be resentment on behalf 
of the staff members about the monitoring of their work. Staff members 
might require assurance that the object of the procedure was to provide 
information about work which could not be completed because of ward 
circumstances rather than "checking up" on their work. A further 
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difficulty might be recording as completed of activities which have 
not been undertaken. Part of the role of the ward sister is to 
supervise the work of her staff, therefore she would in any case be 
monitoring the care given, this supervision would include the compu- 
terised recording as it now includes manual recording. 
One of the items of information produced from this study was the 
amount of time required by individual patients for the care described 
on their nursing care plans. The number of patients who required 15 
minutes or less of care on day duty as shown in Table 39 was 13%. 
Such a small amount of care might include the making of the patient's 
bed and two or three Observations such es measurement of temperature, 
pulse and blood pressure. It would be of interest for the sake of the 
efficient use of hospitals to look further at the reasons why patients 
who require a very small amount of nursing care are in hospital. 
In any study of nursing whether it be of quality of care or patient 
outcomes, it would seem essential to know the staffing hours required 
and available, as any difference between these two could affect the 
situation being studied. Some of the studies which might be carried 
out using this information are: 
a) Comparison of patient outcomes on wards where the balance between 
required and available staffing hours is acceptable and wards with 
inappropriate staffing. Patient outcomes might include length of 
hospital stay, infection rate, satisfaction rate and incidence of post- 
operative vomiting. These outcomes are also influenced by other 
factors, however as yet no effective method of measuring the effect of 
nursing care has been found. 
b). Comparison of staff turnover, illness rate and job satisfaction on 
wards where the balance between required and available staffing hours 
is acceptable and wards with inappropriate staffing. 
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The purpose of this research was to show a method of calculating 
the daily nursing workload. The operation of the workload was subse- 
quently shown on three acute medical wards. Having accomplished that 
the next step would be to replicate the study in a larger area such as 
an entire hospital. Such a study would demonstrate whether the 
average percentage of time spent in Planned Activities could be 
generalised. The work necessary to calculate the workload for all 
the wards of a hospital would be considerable; it is therefore 
suggested that such a study would best be undertaken in a hospital 
using computerised nursing care plans. 
This study was carried out in an acute general hospital. It is 
suggested however, that this system is operable also in other types of 
hospitals such as hospitals for the mentally sub -normal, psychiatric 
hospitals and in the community. In any of these situations the care 
of patients requires planning and nursing care plans could be adapted 
for use. Some district nurses already use such a plan for the care 
of their patients. 
It would seem advantageous to use the same method of calculating 
nursing workload for both the hospital and the community so that 
comparisons could be made. 
Extension of the system to the community might prove uneconomic 
if nurses are practice based rather than geographically based unless a 
computer terminal was available in the practice office. 
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APPENDIX 1 
FIQWCHART OF THE NURSING PROCESS WHICH MIGHT 







































































































































































































































































































































































































































































































































RATIONALE AND INSTRUCTIONS FOR USE OF THE NURSING CARE PLAN 
A Nursing Care Plan is a written picture of the patient and his nursing 
care which enables the staff to give him the kind of care he has a 
right to receive. 
PHILOSOPHY OF NURSING: W.H.O. Expert Committee on Nursing - Fifth 
Report. 
Nursing Care: In a broad sense nursing care is derived from what has 
been called the unique function of the nurse .... 
"to assist the individual, sick or well, in the performance of 
those activities contributing to health or to recovery (or to 
peaceful death) that he would perform unaided if he had the 
necessary strength, will or knowledge, and to do this in such 
a way as to help him gain independence as rapidly as possible. 
This aspect of her work, this part of her function, she 
initiates and controls: of this she is master." 
Some of those activities for certain patients may be assigned by the 
nurse to less highly trained personnel under appropriate instruction 
and supervision. 
"If a patient's stay in hospital is achieved without loss of 
dignity, and if the patients are returned to their maximum 
function in the community, or are helped to a peaceful death, 
then the nurse's function has been fulfilled." 
Roper, N. 'Principles of Nursing' Second 
Edition, 1973. 
Why a Nursing Care Plan? 
To develop a more systematic way of thinking about and planning for 
individual patient care. 
To provide a standard to assist student nurses to think logically in 
regard to patient care. 
To provide a common pattern to facilitate orientation of student 
nurses around the group and the moving of all grades of staff between 
wards. 
To establish, on the basis of the information provided about nursing 
care required, a nursing establishment. 
Advantages: 
It is a concise picture of a patient and his needs. Some of the 
information on the nursing care plan is presently available in other 
forms, i.e., bath book, ward diary. 
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The nursing care plan amalgamates this information and eliminates the 
need for re- writing it daily. It provides a structured form, uniform 
throughout the group of hospitals. 
It provides a tool for expression of the philosophy of nursing. 
It provides an extra méthod of communication for those small details 
about a patient which are not always passed on verbally. 
It is also very useful for staff coming on duty at irregular hours. 
Disadvantages: 
It must be completely up to date to be useful and to avoid mistakes. 
It could repress oral communication if allowed to do so. 
Procedure for use of the Nursin Care Plan: 
A Nursing Care Plan, obtained from the stationary department, is 
initiated upon admission of a patient. 
It is kept in the Kardex allotted for this purpose (may be separated 
from the Kardex) where it is retained until discharge, when it is filed 
with the patient's notes. 
The nursing care is written in pencil by the member of staff admitting 
the patient. When the plans are approved by the nurse in charge they 
can be completed in ink. 
The information on the cards should be checked during the reporting 
session but altered as appropriate throughout the day. 
Guidelines for types of care which may be included under the following 
headings : - 
Basic Care and Personal Hygiene: 
Type of bath, mouth care, skin care, dress required and if self care, 
part care, etc. 
Diet 
Mobilisation: 
How to move the patient and maintain desirable posture, walking, sitting 
lying and changing from one to another. 
Technical Care: 
Procedures to be done - dressings. 
Procedures to be carried out by physiotherapists, speech therapists, 
occupational therapists, etc. 
Investigations and/or Treatment by Medical Staff and Appointments: 
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Observations: 
Temperature, pulse, respirations, weight, fluid balance, pupils, level 
of consciousness, etc. 
:Special Needs: 
Under this heading the "special needs" of the patient should be 
identified and guidance should be given to indicate the physical and 
psychological support which the patient required. 
The following aspects may be useful for the nurse to consider in 
planning how to help the patient: 
(a) To avoid dangers to himself and avoid injuring others. 
(b) To communicate his emotions, needs, fears or feelings. 
(c) To work at something which provides a sense of accomplishment. 
(d) To play or participate in various forms of recreation. 
(e) To learn, discover or satisfy curiosity that leads to "normal" 
development in health. 
This help will range from cutting the patient's food, combing hail., etc., 
to listening and being aware of both physical and psychological needs. 
It will also entail support of relatives and friends. 
Future Plans: 
Discuss plans for rehabilitation, outpatient appointments, terminal 
care, education and instruction of both patient and/or family members, 
discharge and continuing care. 
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APPENDIX 3 
,AMOUNTS OF TIME DETERMINED FOR PLANNED ACTIVITIRS ON WARD 1. 
AMOUNTS OF TIME DETERMINED FOR PLANNED ACTIVITIES ON WARD 1 
Re`pórts. 
Attending Morning Report: given by charge nurse on 
early day duty to the staff members on early day duty. 
Making Rounds with night charge nurse: (first activity 
in the morning before report). 
Attending Afternoon Report: given by early duty charge 
nurse to late shift staff members. 
Attending Night Report: report by late duty charge 
nurse to night staff members. 
Rounds. 
Making Rounds with Nursing Officer: by charge nurse. 
Making Rounds with Consultant. 
Making Rounds with Registrar. 
Making Rounds with Health Team. 
Administration. 
Recording in the Kardex. 
Preparing Evening Report for the Nursing Office. 
Checking Pharmacy Supplies. 
Medications. 
Giving medications to patients. 
Moving trolley. 
Giving an injection: preparing, giving, recording 
and tidying. 
Checking need for and giving Aperients. 
Housekeeping. 
Cleaning sluices: scrubbing bedpans and putting in 
sterilizer, tidying sluice and cleaning draining board. 
Cleaning locker tops: taking trolley around and 
washing all locker tops and overbed tables, replacing 
disposable bags on lockers. 
Setting up and cleaning trolley. 
Waters: taking round trolley and distributing jugs and 































Meals and Drinks. 
Noon Meal: serving meals to patients. 
Evening meal: serving meals to patients. 
Breakfast: preparing to serve meals 




Menus: distributing menus for patients to complete, 
completing menus for those patients unable to do so. 
Teas: Making tea, setting up trolley with cups, 
feeders, milk, sugar, etc., returning trolley to 
kitchen, setting up lunch trolley with bowls, 
scoops, etc. 
Serving tea 
Evening drinks: Making tea, heating milk, setting 
up trolley for breakfast. 
Offering tea, cocoa, etc., to all patients 
Personal Hygiene. 
Big bath: including filling the bath, taking the 
patient to the bath, making the bed, dressing the 
patient and combing hair. 
Big bath: including filling the bath, making the 
bed, Patient able to walk to bath but requires 
some help. 
Make and open bed, with two staff 
Giving basin to patient who washes self in bed, 
making bed. 
Bed Bath: Bathing a patient in bed, getting'a 
patient up and making bed. 
Bed bath: bathing a patient in bed, making the 
bed with the patient in it. 
Morning care: <issistïng a patient with bedpan or 
commode, giving a patient a basin, 1 staff 
straightening the bed clothes, 
rinsing dentures and combing hair. 
Straightening bed only 





11 minute & 
per patient. 
2 minutes 























Washing, Setting and Drying a patient's hair. 
Washing and Drying a patient's hair. 
.s:isting a patient with bedpan or commode. 1 staff 
2 staff 
Walking a patient to the bath room. 
Changing an incontinent patient. 
1 staff 
2 staff 
gut a patient to bed: patient able to get into bed 
without help. Putting in cradle if indicated, 
assisting with commode or bedpan. 
Lifting patient into bed after commode. 
Patient ambulant - preparing bed only. 
Settling a patient for sleep: lowering back 1 staff 
rest, putting in foot cradle if indicated. 2 staff 
Feeding a patient: Breakfast or supper - 2 courses 
Noon heal - 3 courses 
Giving a drink to a patient. 
Turning a patient, positioning and straightening 
bedclothes. 
Mouth Care. 
Using mouth care tray only 
Using mouth care tray and brushing dentures 
Cleaning dentures and giving mouthwash to the patient 
Giving patient mouthwash only 
Observations. 
Measuring and recording temperature, pulse and 
respiration. 
Measuring and recording blood pressure 
Measuring and recording temperature and pulse 
Weighing a patient who requires help to get on the 
scales. 
Weighing a patient who does not require help to get 
on the scales. 
Admitting a patient: filling in admission book, 
checking the patient's clothes. Putting the patient 
into bed if necessary and measuring temperature, 




























Discharging a patient. 
Includes helping the pv.tient to pack, giving 
instructions forrmedications and return to clinic, 
stripping and washing the bed and locker and making 
the bed. 
Carrying out a Glucose Tolerance Test. 
Dressing a wound: 
Includes setting up trolley, taking trolley to 
bedside, preparing the patient, washing, doing the 
dressing, returning and cleaning the trolley. 
Testing urine for sugar. 
Giving a Wax Bath. 
Includes transferring hot wax to container on trolley 
preparing towels, etc., taking to bedside, carrying 
out procedure, returning wax and tidying trolley. 
Attending a Ward Ii-- gng. 
Attending Orientation to +Fard. 
Participatin in Distraction Therapy. 
Monday and Thursday 
Miscellaneous Preparation Time. 
Includes taking commodes, basins, linen Day Duty 
trolley and laundry hamper into rooms on 















; Time determined on less than 10 observations and /or determined 
on the basis of discussion with the Ward Sister. 
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APPENDIX it 
DATA COLLECTING INSTRUMENT FOR RECORDING THE AMOUNT OF 
TIME SPENT IN THE CATEGORIES PLANNED ACTIVITIES, UNPLANNED 
ACTIVITIES AND AVAILABLE TINE. 
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DATA COTT CTING INSTRUMENT FOR RECORDING THE AMOUNT OF 
TIME SPENT IN THE Ci'TEGORIES PLANNED ACTIVITIES, UNPLANNED 
ACTIVITIES AND AVAILABLE TINE. 
Date 
Number of 
Patients: Male Female Gynaecology 
Number of Sister (E) Registered (E) Student (E) 
Staff: (L) Nurses (L) Nurses (L) 
Enrolled (E) Pupil (E) Nursing (E) 
Nurses (L) Nurses (L) Auxiliaries (L) 
Staff Number: 
(E) = Early (L) = Late 































































FORM FOR RECORDING THE TIME REQUIRED FOR ACTIVITIES 
DESCRIBED ON THE NURSING CARE PIAN 
HOSPITAL: 
FORM FOR RECORDING THE TIME REtiUIRED FOR ACTIVITIES 
DESCRIBED ON THE NURSING CARE PLAN 
DIRECT PATIENT CARE 
WARD: DATE: 
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TRANSFER THE TOTAL TILES IN EACH CATEGORY OF CARE FROM THE NURSING CARE 
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FORM FOR RECORDING THE INFORMATION RELATED TO 
GENERAL WARD ACTIVITIES. 
x 
NOIZVUTMFHd" ' ZStíMEHg 
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X (' u' g 9 4 'WV Z 
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( tü s 94'W d PT) NOISHHHdTkld 
X sNOlsasrNi 
x ( . d 9-+ 'ui' d Z 
+ uoou -! '111'13 OT) SNOITVOIC3W NO SZNHISVd NOIJ,f1STHSSIQ 
( tu d 9 1. 'ui' d Z 4 NOON +'m's OT) AIOIZYUltdr,iHd 
SNOIZVOIQHW 
SOIJ30 ONISHnN OZ SH0dE3 ONINHIIH 
X ZHOIN 
X 
Iy.Q. . . 
XEQHV3I 
SRIZddnS IOVNHVHd AOTiO 
NOIZVU,LSININGV 
X 'Ill' B 9 
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' ' HHOIJJO ONISEnN HZIM 
InIFi'3I HZrITSH HSIM 
'WHysIO'3H HZIM 
SHOZOOQ ESHZO HILA 
MHO HUM 
sQNn0H 
x x ZHOdal J,HOIN 
X ZHOdSH NOONHHIdV 
X ZHOMIT ONINFIOYd 
X SQNnOH ONINHOW 
mom' 
'5£z 
SSNHIrd'd i0 HWWnN 
SHIJ: IAS ZOV QHSiM mor 
Jd TSS ,JO HSSWnN 
:ZäSIdSOH 
DISTRIBUTE MENUS x 
TEAS...10 a.m. Ammo n= 
SERVE x 
2 p.m. PREPARATION 
SERVE x 





PLANNED ADMISSIONS x 
MEETINGS AND INSERVICE EDUCATION 
WARD MEETING x 
SISTER'S MEETING 
UNIT MEETING 
WITH NURSING OFFICER 
WITH NURSING OFFICER 
COMMITTEE. 
ORIENTATION TO WARD +1 x 
DISTRACTION THERAPY 
BINGO...NO. OF STAFF 




FORM FOR THE COMPILATION OF THE AMOUNT OF TIME REQUIRED FOR 
EACH CATEGORY ON THE FORMS SHOWN IN APPENDICES 5 AND 6 
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FORM FOR THE COMPILATION OF THE AMOUNT OF TIME REQUIRED FOR 
EACH CATEGORY ON THE FORMS SHOWN IN APPENDICES 5 AND 6 
Page 3 
HOSPITAL: WARD: 
FROM SHEET ONE: 
BASIC CLRE . 
MOBILISATION 
TECHNICAL CARE 










DiVESTiGATIONS, TREATMENTS, APPOINTMENTS 
FUTURE 










MISC . PREPARATION TIDE . 
OTHER 
TOTALS 
TO CALCULATE WARD DAY TIME REQUIRED: A 
C MIN. + EO = HOURS 
D 
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x 100 C MINUTES 
MIN. t 8 FULL TIME EQUIVALENT STAFF 
D 
TO CALCULATE WARD NIGHT TIME REQUIRED: B x 100 _ 
38 
E MINUTES 
E MIN. 60 = F HOURS 
F HRS. + 10 = FULL TIME EQUIVALENT STAFF 
24 HOUR TIME = B 4-E = MIN. * 60 : HRS. 
2b0 . 
APPENDIk 8 
AVERAGE NUMBER OF MINUTES PER PATIENT IN EACH CATEGORY OF 
CARE AND GENERAL WARD ACTIVITIES 
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AVERAGE NUMBER OF MINUTES PER P.TIENT IN EACH CATEGORY OF 
CARE AND GENERAL WARD ACTIVITIES 
DAY DUTY NIGHT DUTY 
BASIC CARE 4 .9 
MOBILISATION 25 19 
TECHNICAL CARE 3 2 
INDIVIDUAL CARE 5 .5 
OBSERVATION 9 3 













MEDICATIONS 5 2 
HOUSEKEEPING 2.5 - 
MEALS 27 3 
ADMISSIONS .5 - 
MEETINGS AND INSERVICE EDUCATION' 1 0 
DISTRACTION THERAPY 1.6 .7 
MISCELLANEOUS PREPARATION TIME .7 .24 
2lí2. 
APPENDIX 9 
CLASSIFICATION OF PATIENTS ACCORDING TO THE ABERDEEN FORMULA 
AND CALCULATIONS OF THE STAFFING HOURS REQUIRED 
PER PATIENT PER WEEK. 
213. 
CLASSIFICATION OF PATIENTS ACCORDING TO THE ABERDEEN FORMULA 
AND CALCULATIONS OF THE STAFFING HOURS REQUIRED 
PER PATIENT PER WEEK. 
The figures used for the basic nursing hours per week per 
equivalent patient, percentage technical nursing care required, hours 
per week per actual patient for administration and domestic activities, 
the percentage of time for miscellaneous activities and dependency 
factors were the updated figures for 1975. 
Produced by one Scottish health hoard. 
244. 
WORK SHEET FOR ABERDEEN FORMULA 
JCLASSIFICATION A B C D E l 
(a) 1 2 4 9 7 l0 
2 2 5 9 9 9 
3 2 5 11 14 D. 
4 1 11 5 3 11 
5 1 10 3 5 12 
6 1 9 5 5 11 
7 1 10 5 3 11 
8 1 6 7 2 14 
9 1 7 7 5 13 
10 2 8 7 3 12 
11 2 8 6 4 9 
12 1 10 6 4 8 
13 1 11 6 4 6 
14 1 10 7 3 7 
15 1 10 7 3 7 
16 2 11 7 3 5 
17 2 12 9 3 3 
18 2 12 7 4 5 
19 1 13 7 3 5 
20 1 13 7 3 4 
21 1 13 7 3 4 
22 1 12 7 3 6 
23 1 11 8 3 6 
24 1 11 8 3 10 
25 1 13 6 3 7 
26 1 11 7 3 6 
27 1 11 7 3 5 
28 1 11 9 3 4 
(b) TOTAL FOR 36 278 5.86 104 221 
PERIOD 
c AVERAGE FOR 1.28 9.93 . 3.71 7. 9 29. TOTAL 
PERIOD 
(d) CATEGORY- 1 .85 .75 .30 .25 
FACTOR 
(e) EQUIVALENT 1.2B 8.44 4.9-8 1.11 1.97 17.78 TOTAL 
Dependency Factor = Total Col (e) 18 
. 6 
Total Col. (c)30 
Allowed Hrs. /Wk. per actual patient s 
Basic Nursing Hrs./Wk. +Technical Nursing x Average .4_ 
per Eq. Patient (M or F) (471 %) Dependency 
(14.45 + 6.84 x .6) + 
Hrs/Wk. per Actual Patient Misc. 
Admin. and Domestic 
* 64 
4.75 --+- 1.25 -r 1.29 
= 20 Hrs. 
245. 
APPENDIX 10 
AMENDED FORA: FOR COLLECTING INFORMATION ABOUT 
GENERAL WARD ACTIVITIES. 
HOSPITAL 
AMENDED FORM FOR COLLECTING INFORMATION ABOUT 
GENERAL WARD ACTIVITIES. 




MORNING ROUNDS. NUMBER OF PATIENTS AT 5 a.m. 
x 0.22 MIN. . 
MORNING REPORT. NUMBER OF PATIENTS AT 5 a.m. 
x 0.3 MIN. x STAFF ON DUTY AT 7.30 a.m. 
AFTERNOON REPORT. NUMBER OF FATILNTS AT NOON 
x 0.4 x STAFF ON DUTY AT NOON OR 14 p.m. t 1 . 
NIGHT REPORT. NUMBER OF PATIENTS AT 9 p.m. 
x 0.3 x NIGHT STAFF - 
NIGHT REPORT. NUMBER OF PATIENTS AT 9 p.m. 
x 0.3 . 
MORNING ROUNDS. NUMBER OF PATIENTS AT 5 a.m. 
TOMORL OW x 0.22 MIN. 
ROUNDS 
WITH THE CONSULTANT . . . . 
WITH OTHER DOCTORS . . . . 
WITH REGISTRAR . . . . 
WITH HEALTH REAM . 
TOTAL 
WITH NURSING OFFICER. DAYS. NUMBER OF PATIENTS AT 
7.30 a.m. x 0.14 . . . - 
EVENINGS. NUMBER OF PATIENTS AT 
5 p.m. x 0.1.E . . 
10 p.m. NUMBER OF PATIENTS AT 
10p.m. x0.14 . 
3 a.m. NUMBER OF PATIENTS AT 
10p.m. x0.14 . . 
6 a.m. NUMBER OF PATIENTS AT 
10 p.m. x 0.14 . 
TOTAL 
ADMINISTRATION 
CHECK PHARMACY SUPPLIES . 
K4RDEX. DAY. NUMBER OF PATIENTS AT 7.30 a.m. 
x 0.75 . 
NIGHT. NUMBER OF PATIENTS AT 9 p.m. 
x 0.75 




PREPARJTIOi'J (10 a.m., NOON, 2 p.m., 6 p.m.) . . 
DISTRIBUTION: PATIENTS ON MEDICATIONS (10 a.m., NOON, 
2 p.m., 6 p.m.) x 1 , . . 
PREPARATION (10 p.m., a.m.). . . 
DISTRIBUTION: PATI.ENTS ON MEDICATIONS (10 p.m., MN., 
2 a.m., 6 a.m.) x 1 . . . . . 
INJEC'T'IONS. 7.30 a.m. to 9 p.m. x 6 . 
9 p.m. to 7.30 a.m. x 6 . 
APERIENTS. NUMBER OF PATIENTS AT 7.30 p.m. x 1. 
HOUSEKEEPING 
SLUICES . . 
LOCKER TOPS PREPARATION 
TOTAL 
ROUND NUMBER OF PATIENTS AT 10 a.m. 
x 1.5 







NUMBER OF PATIENTS AT 7.30 a.m. x .4 
NUMBER OF PATIENTS AT NOON _x 9 . . 
NUMBER OF PATIENTS AT 5 p.m. x 11 . 
PREPARATION . . . . 
NUMBER OF PATIENTS TOMORROW AT 7.30 a.m. 
x 1.2 
DISTRIBUTE MENUS NUMBER OF PATIENTS TOMORROW 
x .4 . . 
TEAS: 10 a.m. PREPARATION . . 
SERVE: NUMBER OF PATIENTS AT 10 a.m. x 1.2 . 
2 p.m. PREPARATION . 
SERVE: NUMBER OF PATIENTS AT 2 p.m. x 1.2 
9 p.m. PREPARATION 
SERVE: NUMBER OF PATIENTS AT 9 p.m. 
(EXCEPT ROOM 3) x 1.5 . . 
PLANNED AEMISSIONS x 30 
TOTAL 
M FTINGS AND INSERVICE EDUCATION 
WARD MEETING: NUMBER OF STAFF ATTENDING x 35 
SISTERS MEETING . . . . 
UNIT MEETING . . . 
STUDENT NURSE'S TUTORIAL: NUMBER OF STUDENTS x fA . 
MEETINGS WITH NURSING OF1ICER . . 
COMMITTEE MEETINGS . . . 
ORIENTATION TO WARD: NUMBER OF STAFF TO BE 















BINGO: NUMBER OF STAFF REQUIRED x 60 








PAMPHLET CONTAINING INSTRUCTIONS ABOUT THE 
COLLECTION OF WORKLOAD INFORMATION 
250 . 
(1) 
PAMPHLET CONTAINING INSTRUCTIONS ABOUT THE 
COLLECTION OF WORKLOAD INFORMATION 
INSTRUCTIONS FOR CALCULATING DAILY TIME AND STAFFING REQUIREMENTS. 
When a new nursing care plan is started or a change made in an existing 
one, consult the List of suggested times for guidance. (P8 - 20) 
These times are averages of the time taken to do these activities on 
this ward and are only guidelines. With the help of these guidelines 
decide how long each activity should take for the particular patient 
involved and enter that time in the last column beside the entry in the 
nursing care plan, separating the time required between 7.30 a.m. to 
9.30 p.m. and 8.45 p.m. to 7.115 a.m. into day and night time respec- 
tively. If no time is listed in the guideline do not leave a blank 
but use your judgement to decide how long you think this activity will 
take for the particular patient; the timings can be changed if your 
estimation is incorrect. 
To assist with activities which are repeated several times throughout 
the day tables of various combinations are included. 
Copy from the nursing care plan of each patient the time suggested for 
each activity into the appropriate column on the Direct Patient Care 
form (Page 1). Check the ward diary for Tests, Examinations and 
Discharges, etc. (See p..) 
(Total each row across and each column down.) 
Add the totals of alternate columns (day columns and night columns), to 
give the Day Total and Night Total. 
Transfer these number to the appropriate columns on Page 3. 
On the Joint Ward Activities form (Page 2) enter the numbers of staff 
expected on early, late and night duty for that day, and the number of 
251. 
(2) 
patients on the ward at a.m. Transfer these figures to the approp- 
riate places on Page 2 -- see guide. 
Remember that the patient count will change throughout the day due to 
admissions and discharges. Therefore the number of patients entered 
may differ throughout the day. 
Check the List of Weekly Routines and enter in the appropriate columns 
on the specified days. 
Check the Ward Diary for Planned Admissions and Meetings. 
Some timing can be entered directly in the day and/or night column, 
others require multiplication; to assist with this tables are 
included on p. 
Total each category on Page 2 and transfer the totals to the approp- 
riate columns on Page 3. 
On Page total each row across and each column down. 
TO FIND THE DAY TINE hND ST1?FF REQUIRED. 
Take the total of the day column and multiply by 173 to give the Day 
Time required in minutes. Divide this by 60 to give the Day Time 
required in hours. 
Divide the Day Time required (hours) by 8 to give the whole time 
equivalent staff. 
TO FIND THE NIGHT TINE AND STAFF REQUIRED 
Take the total of the night column and multiply by 1038 to give the 
Night Time required in minutes. Divide this by 60 to give the Night 
Time required in hours. Divide the Night Time required (hours) by 10 
to give the whole time equivalent night staff. 
Add the Day Time required (Min.) to the Night Time required (Min.) to 
give the 2)4 Hour Time required (Min.), 
HOSPITAL 





















































GENERAL WARD ACTIVITIES 
HOSPITAL WARD DATE 
NUMBER OF STAFF SISTER... 
STAFF ON DUTY AT 7.30 am. 
STAFF ON DUTY AT NOON OR 4 p.m 
STAFF ON NIGHT DUTY 
NUMBER OF PATIENTS AT a.m 
REPORT 
MORNING ROUNDS. NUMBER OF PATIENTS AT 7.30 a.m. 
x .22 ENTER RESULT IN BOTH COLUMNS 
MORNING REPORT. NUMBER OF PATIENTS AT 7.30 a.m. 
x .3 x STAFF ON DUTY AT 7.30 a.m. 
AFTERNOON REPORT. NUMBER OF PATIENTS AT NOON 
x .4 x STAFF ON DUTY AT NOON OR 4 p.m. 
NIGHT REPORT. NUMBER OF PATIENTS AT 9 p.m. 




WITH OTHER DOCTORS 
WITH REGISTRAR .. 
WITH HEALTH TEAM 
WITH NURSING OFFICER 







5 p.m. _x . .. 
(-F ADMISSIONS, - 
(+ ADMISSIONS, - 
(+ ADMISSIONS, - 
. DAYS. NUMBER OF PATIENTS AT 
EVENINGS. NUMBER OF PATIENTS AT 
10 p.m. NUMBER OF PATIENTS 
DI,CHARGES) x .I . + 
3 a.m. NUMBER OF PATIENTS I 
DIS CHARGES) x .I . 
6 a.m. NUMBER OF PATIENTS 
I 
DISCHARGES) x .i . 
TOTAL 
ADMINISTRATION 
CHECK PHARMACY SUPPLIES 
KARDEX DAY 
NIGHT . 
EVENING REPORT TO NURSING OFFICE 
MEDICATIONS 
PREPARATION: (10 a.m. 
DISTRI 3UTION : PATIENTS 
2 p.m. + 6 p.m. 
PREPARATION: (10 p.m 
DISTRIBUTION: PATIENTS 
2 a.m., 6 a.m.) 
INJECTIONS: 7.30 a.m. 
9 p.m. to 
TOTAL 
+ NOON + 2 p.m. + 6 p.m.) 
ON MEDICATIONS (10 a.m. + NOON -1- 
xl 
t6 a.m.) 
ON MEDICATIONS (10 p.m , MN., 
x 1 
to9P.m x6 




PAGE 2 (Contd.) 





LOCKER TOPS. PREPARATION . 
ROUND. NUMBER OF PATIENTS AT 10 a.m. 
x 1.5 
WATERS: NUMBER OF PATIENTS AT 10 a.m. x .14 
TOTAL 
MEALS 
BREAKFAST: NUMBER OF PATIENTS AT 7.30 a.m 
DINNER: NUMBER OF PATIENTS AT NOON x 9 
SUPPER: NUMBER OF PATIENTS AT 5 p.m, x 11 
BREAKFAST: PREPARATION 
NUMBER OF PATIENTS TOMORROW AT 7.30 a.m. 
x 1.2 
DISTRIBUTE MENUS: NUMBER OF PATIENTS TOMORROW x .!t 
TEAS: 10 a.m. PREPARATION 
SERVE. NUMBER OF PATIENTS AT 10 a.m. 
x 1.2 2 p.m. PREPARATION 
SERVE. NUMBER OF PATIENTS AT 2 p.m. 
x 1.2 
9 p.m. PREPARATION . 
SERVE. NUMBER OFATIENTS AT 9 p.m. 

















































































Morning Rounds: Making Rounds of all patients, first 
activity of Sister or nurse in charge early, and night 
nurse in charge. 
Morning and Night Report: Report given by Sister or 
nurse in charge to next group of staff coming on duty. 
Afternoon Report: Report given at Noon (or 2 p.m. or 
4 p.m.) by Sister or charge nurse to staff working 
late shift. 
Rounds: 
With Consultant: Making Rounds (Sister or nurse in 
charge) with the Consultant Tuesday, Thursday and 
Saturday. 
With Other Doctors% 
With Registrar: Making Rounds (Sister or nurse in 
charge) Daily. 
With Health Team: Attendance at Rounds by Sister or 
nurse in charge every Thursday with Doctors, Social 
Worker, Physiotherapist, Speech Therapist. 
With Nursing Officer: Making Rounds (Sister or nurse 
in charge) with Nursing Officer twice during the day 
and three times during the night. 
Administration: Checking of Pharmacy Supplies. 
By Sister or nurse in charge early in the morning, 
Monday, Tuesday, Thursday, Friday, Sunday. 
Kardex: Writing up Kardex on all patients once each 






.3 Min. per 
patient per 
staff. 





.14 Min. per 
patient. 




Writing Evening Report to Nursin Office and Ward 
Returns. 
Medications: 
Preparing: Preparation of Trolley and Dismantling 
after use. Obtaining and returning Médication 
Kardex's. 
Distribution: Rounds with trolley, checking, pouring, 
giving and charting medications. 
Giving Injections: Checking, Preparing, Giving, 
Charting and tidying after injection. 
Giving Aperients: Round of all patients to check 
on need for Aperients. 
Housekeeping 
Cleaning sluices: scrubbing bedpans and putting in 
sterilizer, tidying sluice and cleaning draining 
boards, washing commodes. 
Cleaning Lockers: Preparation: setting up trolley 
with basin, clean disposable bags, bag to collect dirty 
disposable bags, sellotape and dismantle. 
Round: washing the tops of all patients lockers and 
bed tables, changing disposable bag. 
Distributing waters: Distributing water jugs and 
glasses to all patients. 
257. 
7 Minutes 
12 Min. each 
Round. 
(per staff) 
1 Min. per 
patient on 
medication per 
round per staff 
6 min. per 
patient. 




1.5 min. per 
patient. 





Breakfast, Dinner, Supper: Removing meals from trolley Dinner 
and distributing to patients, feed patients, collecting 9 min. per 
dirty dishes. patient. 
Setting up flatware, condiments, etc., and clearing Supper 
trolley. At breakfast pouring tea. 11 min. per 
patient. 
Breakfast 
4 min. per 
patient. Day 
Duty. 
1.5 min. per 
patient. Night 
Duty. 
2 min. Prepa- 
ration. 
Distribute Menus: Distributing Menus to those Ji min. per 
patients able to complete them, filling in menus for .atient. 
those patients unable to do so. 
Teas: 10 a.m., 2 p.m. Preparation: Setting up 7 min. 
trolley with cups, feeders, milk, sugar, etc. Making 
tea. Setting up trolley (on return) for next meal. 
Serve 10 a.m., 2 p.m. Making rounds with trolley to 1.2 min. per 
serve tea, collect dirty dishes. patient. 
9 p.m. Preparation: Setting up trolley with cups, 6 min. 
etc., other drink preparations, making tea. 




Serve: Serving Tea, Coffee and other drinks to 
patients (except Ward 3). Collecting dirty dishes. 
Planned Admissions. 
Filling in Admission Book, check clothes etc. 
Putting patient to bed if necessary, taking temper- 
ature, pulse, respiration. Talking to relatives. 
Introducing patient to ward. 
Meetings and Inservice Education. 
Ward Meeting: Attending meeting held with ward 
Nursing Staff. 
Sister's Meeting: Attending meeting of hospital 
Sisters. 
Unit Meeting: Attending meeting of Unit Sisters. 
With Nursing Officer. 
Committee: Attending any committee meetings of 
Nursing Staff members. 
Orientation to Ward: Attending orientation of new 
Staff to ward. All levels. 
Distraction Therapy: Participation at Bingo: 
Monday and Thursday. 
Miscellaneous Preparation Time:: On routine 
toileting rounds taking commodes, basins, linen 
trolley and laundry hamper into rooms. 
259. 
1.5 min. per 
patient. 
30 min. per 
patient. 
35 min. per 
staff. 
15 min. per 
staff. 








Bath Suggested Time 
Big Bath: included filling the bath, taking the 33 min. per 
patient to the bath, lifting the patient into and out patient. 
of the bath, making the bed, dressing the patient, 
comb hair. (2 staff) 
Big, Bath: patient requiring some help: includes 25 min. per 
filling the bath, making the bed, patient able to walk patient. 
to tub but requires some help getting iim and out. (1 
staff) 
Big Bath: patient fully ambulant: includes making 8 min. per 
bed only. (2 staff) patient. 
Bed Bath: includes bathing patient in bed, get 40 min. per 
patient up, make bed. (2 staff) patient. 
Bed Bath: Includes bathing patient in bed, make 33 min. per 
bed with patient in it. (1 staff with help.) patient. 
Oral Hygiene. 
Giving equipment to patient able to brush own teeth, 3 min. per 
in bed or chair. patient. 
Cleaning patients mouth using mouth care tray. I min. per 
patient. 
Cleaning patients mouth using mouth care tray, plus 7 min. per 
brushing dentures. patient. 
Brushing patients dentures. 1 min. per 
patient. 
Brushing patients dentures and give mouthwash. 3 min. per 
atient. 
Giving patient mouthwash. 2 min. per 
patient. 
(9) 
Care of Hair. 
Washing, setting and drying patients hair. 
Washing and drying a patients hair. 
Diet. 
Giving a drink to a patient requiring assistance. 
Mobilisation. 
General Nursing Care: includes giving bedpan or 
commode, giving basin to wash, straightening bed 
clothes, rinsing dentures, combing hair. 1 staff 
2 staff 
Straightening bed only (patient ambulant). 
Straightening bed and giving basin only (patient 
with catheter.) 
Giving commode or bedpan. 1 staff 
2 staff 
Walking a patient to the toilet: 
Help of 1 staff member required 
Help of 2 staff members required 
Changing an incontinent patient: bedlinen and 
gown. 
Putting patient to bed: 
Patient able to get into bed without help: includes 
preparing bed, put in bed cradle, turn down-covers, 
put out back rest. Commode or bedpan if indicated. 
261. 
45 min. per 
patient. 
16 min. per 
patient. 
4 min, per 
patient. 
5 min. per 
patient. 
9 min. per 
patient. 
2 min. per 
patient. 
3 min. per 
patient. 
4 min. per 
patient. 
6 min. per 
patient. 
5 min. per 
patient. 
10 min. per 
patient. 
16 min. per 
patient. 




Patient requires to be lifted into and out of bed: 
includes preparing bed, bed cradle if necessary, put 
out back rest. Commode or bedpan if indicated. 
Patient ambulant: includes preparing bed, bed cradle 
if necessary, put out back rest. 
Settling anent for sleep: 
Includes lowering back rest, straighten bed clothes, 
make patient comfortable. 1 staff 
2 staff 
Turning_ patient and Giving Back Care: 1 staff 
2 staff 
Walking: assisting a patient to walk for exercise. 
Technical Care. 
Dressing a wound: includes setting up trolley, take 
trolley to bedside, prepare patient, wash, do 
dressing, return and clean trolley. 
Changing a Catheters includes setting up trolley, 
take to bedside, prepare patient, wash, change 
catheter, return and clean trolley. 
Giving a Wax Bath: includes transferring hot wax to 
container on trolley, prepare towels etc., take to 
bedside, carry out procedure, return wax to vat and 
tidy trolley. 
Changing an intravenous Bottle: includes obtaining 
new bottle, taking to bedside, changing, noting 
change on chart, returning empty. 
262. 
13. min. per 
patient. 
1 minute per 
patient. 
1 min. per 
patient. 
5 min. per 
patient. 
5 min. per 
patient. 
17 min. per 
patient. 
30 min. per 
patient. 
6 min. per 
patient. 
Observations. 
Measuring Temperature, Pulse and Blood Pressure. 
Measuring Blood Pressure. 
Measuring Temperature, Pulse. 
Measuring Apical Pulse. (2 staff members) 
Measuring Weight: patient requires to be lifted on 
to and off scales. 
patient on and off scales without 
help. 
Treatment and/or Investigation. 
Obtaining and analysing urine. (Fractional urine) 
Obtaining Mid stream urine. 
Carrying out Glucose Tolerance Test 
Special Needs: 
Walking patient to give him a change of scenery or 
position. (i.e. to garden) 
Future: 
Discharging: including stripping bed and washing 
bed and locker, Making a new bed. Helping the 
patient to pack, giving instructions for medications 
and return to clinic. 
263. 
5 min. per 
patient. 
3 min. per 
patient. 
3 min. per 
patient. 
5 min. per 
patient. 
2 min. per 
patient. 
L min. per 
patient. 
30 min. 
30 min. per 
patient. 
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Patients put to 





Walk to toilet 
with assistance 
of 1 staff 
member 
5 5 5 5 5 6 1 - - -, 
y 
5 25 12 
Walk to toilet 
with assistance 
! of 2 staff 
'members 
10 10 10 10 10 
` 
13 5 - - - 10 50 28 
'Walk to toilet 
with 1 staff 
member during 
day: pan/ 




5 6 1 - - - 5 25 12 
Walk to toilet 
with 2 staff 
members during 
the day: p 
commode at night 
10 10 10 
, 
10 10 13 5 - - - 9 50 27 
Walk to toilet 
with help 
catheter in place. 
- 5 - 5 - 1 1 - - - - 10 7 
Fully ambulant 
Continent 
NO - - - - 1 1 - - - - - 3 
Fully ambulant 
Incontinent 











Patients put to 


































Walk to toilet 
with assistance of 
1 staff member. 
5 5 5 5 6 1 - m = m 5 27 5 
Walk to toilet 
with assistance of 
2 staff members 
--- 
10 10 10' 10 13 5 - - - - 10 58 10 
Walk to the toilet 
with assistance of 
1 staff member 
during the day: 
pan/commode at 
night. 






- - - - 5 27 5 
Walk to toilet 
with assistance 
of 2 staff 
members during 
the day: pan/ 
commode at night 
10 10 10 10 I13 5 - - - - 9 58 9 
Walk to toilet 
with assistance of 
1 staff member 
catheter in place 
- 5 - 5 1 1 - - - - 5 112 
Walk to toilet 
with assistance of 
2 staff members 
catheter in place 





- - - - 1 1 - - - - 
Fully ambulant 
Incontinent 
- 16 16 16 16 1 - 16 16 - 
I 
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Patients put to 
bed by Day Staff. L 




tance of 1 staff 
member. 




tance of 2 staff 
members 
- 9 9 9 13 5 6 6 6 9( 45 27 
No commodes/Pans 
required. Assis- 
tance of 1 staff 
member. 
- 3 - 3 - 1 
I' 
j 
3i 7 3 
No commodes /pans 
required. Assis- 
tance of 2 staff 
members. 
- 3 - 3 - 5 3 11 3 
Incontinent of 
urine. 
- 19 19 19 19 5 ; 16 16 1. 19 ¡ 81 7 
Patients requ- 
ring two hourly 
position change. 
Requiring assis- 
tance of i staff 
member 
1 6 6 6 6 1; 5 5 5 5 6 26 26 
Requiring assis- 
tance of 2 staff 
members. 
1a 13 13 13 13 5 ' 10 l0 10 10 13 61 53 
No commode requi- 
red. Assistance 
of 1 staff member 
1 !, 1 4 4 1 1 1 1 1 14 
i 
15 8 
No commode requi- 
red. Assistance 
of 2 staff members 4 7 4 7 7 5 1t 4 ú 14 7 3 23 
Incontinent of 
urine 
20 23 23 23 23 20 20 20 20 23 C 17 103 
2 hourly commodes 
requiring help of 
1 staff member 
1a 5 5 5 5 1 !t l4 14 4 5 25 21 
2 hourly commodes _ 
requiring help of 
2 staff members. 






























Patients put to 
bed by Night Staff 




tance of 1 staff 
member 
20 11 
Requiring assis - 
tance of 2 staff 
members 
. 36 27 
No commodes requi- 
red, male or ferrai: 
with catheter. 
Assistance of 1 
staff member 
3 - 1 1 - - - 3 6 5 
No commodes requi- 
red. Assistance 




19 19 19 19 53 
Patients requi- 
ring 2 hourly 
position change 
Requiring assis- 
tance of 1 staff 
member 
1 6 6 1 1 1 1 6 25 16 
Requiring assis- 
tance of 2 staff 
members. 
No c mmodes requi- 
red. Assistance of 
1 staff member. 
4 13 13 13 13 13 4 5 4 4 13 56 43 
1 1 4 4 1 1 1 4 11 11 
No commodes requi- 
red. Assistance of 
2 staff members 
Incontinent of 
urine 
4 7 4 7 4 7 4 4 4 26 30 
























at +' S, 
ÑQHz 
+' ac 
Patients put to 
bed by Day Staff. 
Requiring help of 
1 staff member, 
- 5 5 5 1 _ 21 17 
Requiring help of q p 
2 staff members 
- 9 9 9 9 _ 9 1 27 
No commodes pans 
required. Assis- 
tance of 1 staff 
member required. 
- 3 - 3 3 1 - - - - 3 10 3 
io commodes pans. 
Requiring assis- 
tance of 2 staff 
members. 
- 3 ., 3 3 5 - - - - 3 1I 3 
Incontinent of 
urine. 
- 19 19 19 19 1. 1 - 19 ¡1 7 
Patients requi- 




Requiring help of 
1 staff member 
Requiring help of 
2 staff members 
1 
13 13 13 13 ¡10 10 10 10 
. 
13 61 
No commodes /pans. 
Requiring assis- 
tance of 1 staff 
member 
15 8 
No commodes /pans. 
Requiring assis- 




urine 20 23 20 23 23 5 20 20 20 20 23 114 103 
Patients requi- 
ring 2 hourly 
commodes. 
Requiring help of 
1 staff member 
5- 5 5 5 1 2 21 
Requiring help of 
2 staff members 
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Patients put to 
bed by Night Staf. 
Patients able to 
change position. 
Requiring assis- 
tance of 1-staff 
member 
5 5 5 1 20 11 
Requiring assis- 
tance of 2 staff - 
members. 
9 9 9 9 9 5 9 36 23 
No commodes pans. 
Assistance of 1 
staff member 
required. 
- 3 - 3 - 3 1 
1111 
3 6 7 
No Commodes pans. 
Assistance of 2 
staff members 
required. 
3 - 3 6 11 
ncontinent of 
urine 
- 19 19 i9 9 ! ' - 19 
Patients regal- 




tance of 1 staff 
member 




tance of 2 staff 
m embers. 










No commodes pans. 
Requiring assis- 
tance of 1 staff 
member. 
1 14 1 
AZ commodes pans 
Requiring assis- 
tance of 2 staff 
members. 
!t 7 1a 7 14 5 4 14 4 7 26 31 
Incontinent of 
urine 




E 0. 1 E 0 0 M 
c' Q 
rN E 
v\ 0 .00 


















ring four hourly 
turning 
Requiring help of 
1 staff member 
- 1 1 - 1 13 
Requiring help of 
2 staff members 
- 13 9 13 9 9 5 14 - It 31 
No commodes pans. 
Requiring help of 
1 staff member 
- !4 14 - 1 1 - 1 8 11 
No commodes pans. 
Requiring help of 
2 staff members. 
- 7 - 7 7 5 la - 1t - 7 14 27 
271. 
(19) 
Schillings Test: Give drink rinse glass and give 
Injection 
Urine collections (I x I) 1 staff 
(14 x 6) 2 staff 







Yv Colangiogram: Give medication 2 minutes 
Barium Meal 
Barium Enema 









D /Xylose Test: Instructions 
Give drink 





Glucose Tolerance Test: Glucose drink 
Blood and urine specimens 




Gastroscopy: Premedication injection 
Give patient cap and gown 
















Temperature, Pulse, Blood Pressure. 
Once a day 
Twice a day 10 a.m. - 6 p.m. 
Three times a day 
Four times a day 
Every four hours 
Every hour 
Temperature, Pulse: 
Once a day 
Twice a day 
Three times a day 
Four times a day 
Every four hours 
Every hour 
Blood Pressure: 
Once a day 
Twice a day 
Three times a day 
Four times a day 





















Encourage Fluids: 9 a.m., 11 a.m., 1 p.m., 3 p.m. 
7 p.m., 8 p.m. (L x 8 min.) 32 min. 
9 p.m., 10 p.m., 6 a.m. 7 a.m. 
(4x 4 min.) 
Oral Hygiene: 10 a.m., 2 p.m., 6 p.m. (3 x 3 min.) 9 min. 
10 p.m., 6 a.m. (2 x 3 min.) 
Q2H (8 a.m., 10 a.m., noon, 2 p.m. '8 min. 
14 p.m. 6 p.m 8 p.m. (7 x Ii min.) 






































25 5.5 7.5 10 18.75 37.5 loo 225 275 30 
26 5.72 7.8 10.4 19.5 39 104 234 286 31.2 
27 5.94 8.1 10.8 20.25 40.5 108 243 297 32.4 
28 6.16 8.4 11.2 21 42 112 252 308 33.6 
29 6,38 8.7 11.6 21.75 43.5 116 261 319 34.8 
30 6.6 9 12 22.5 45 120 270 330 36 
31 6.82 9.3 12.4 23.25 46.5 124 279 341 37.2 
32 7.04 9.6 12.8 24 48 128 288 352 38.4 
33 7.26 9.9 13.2 24.75 49.5 132 297 363 39.6 
34 7.48 10.2 13.6 25.5 51 136 306 374 40.8 
35 7.7 10.5 14 26.25 52.5 140 315 385 42 
36 7.92 10.8 14.4 27 54 144 324 396 43.2 
37 8.14 11.1 14.8 27.75 55.5 148 333 407 44.4 
38 8.36 11.4 15.2 28.5 57 152 342 418 45.6 
39 8.58 11.7 15.6 29.25 58.5 156 351 429 46.8 
40 8.8 12 16 30 60 160 360 440 148 
41 9.02 12.3 16.4 30,75 61.5 164 369 451 49.2 
274 
(22) 
NUMBER OF PATIENTS x NUMBER OF STAFF x .3 MIN. 
P-.TIENTS 25 26 27 28 29 3o 31 32 
STAFF 
4 30 31,2 32.4 33.6 34.8 36 37.2 38.4 
5 37.5 39 40.5 42 43.5 45 46.5 48 
6 45 46.8 48.6 50,4 52.2 54 55.8 57.6 
7 52.5 54.6 56.7 58.8 60.9 63 65.1 67.2 
8 60 62.4 64.8 67.2 69.6 72 74.4 76.8 
9 67.5 70.2 72.9 75.6 78.3 81 83.7 86.4 
10 75 78 81 84 87 90 93 96 
11 82.5 85.8 89.1 92.4 95.7 99 102.3 105.6 
12 90 93.6 97.2 100.8 104.4 108 111.6 115.2 
13 97.5 101.4 105.3 109.2 113.1 117 120.9 124.8 
14 105 109.2 113.4 117.6 121.8 126 130.2 134.4 
15 112.5 117 121.5 126 130.5 135 139.5 144 
PATIENTS 33 314 35 36 37 38 39 40 
STAFF 
4 39.6 40.8 42 43.2 44.4 45.6 46.8 48 
5 49.5 51 52.5 54 55.5 57 58.5 6o 
6 59.4 61.2 63 64.8 66.6 68.4 70.2 72 
7 69.3 71.4 73.5 75.6 77.7 79.8 81.9 84 
8 79.2 81.6 84 86.4 88.8 91.2 93.6 96 
9 89.1 91.8 94.5 97.2 99.9 102.6 105.3 108 
10 99 102 105 108 111 114 117 120 
11 108.9 112.2 115.5 118.8 122.1 125.4 128.7 132 
12 118.8 122.4 126 129.6 133.2 136.8 140.4 144 
13 128.7 132.6 136.5 140.4 144.3 148.2 152.1 156 
14 138.6 142.8 147 151.2 155.4 159.6 163.8 168 
15 148.5 153 157.5 162 166.5 171 175.5 18o 
Morning and Evening Report .3 Min. 
275. 
(23) 
NUMBER OF PATIENTS x NUMBER OF STAFF x .14 MIN. 
PATIENTS 
STAFF 
25 26 27 28 l 29 30 31 32 
3 33.6 34.8 36 37.2 38.4 
It 44.8 46.4 48 149.6 51.2 
5 56 58 6o 62 64 
6 67.2 69.6 72 74.4 76.8 
7 84 
PATIENTS 33 34 35 36 37 38 39 40 
STAFF 
3 39.6 40.8 42 43.2 44.4 45.6 146.8 48 
4 52.8 54.4 56 57.6 59.2 60.8 62.4 614 
5 66 68 70 72 74 76 78 8o 
6 79.2 81.6 814 86.14 88.8 91.2 93.6 96 
7 98 112 
276. 
APPENDIX 12 
REVISED FORM FOR RECORDING GENERAL WARD ACTIVITIES 
277. 
REVISED FORM FOR RECORDING GENï RAL WARD ACTIVITIES 
GENERAL WARD .ACTIVITIES 
HOSPITAL WARD DATE 
NUMBER OF PATIENTS AT 3 a.m. 
NUMBER OF ADMISSIONS BOOKED(SEE D.IL/ DID 
NUMBER OF OUT PATIENTS BOOKED FOR TESTS (SEE DAILY DIARY) 
NUMBER OF DISCHARGES ARRANGED (SEE LILY DIA1RI) 
REPORT: 
NUMI3ER OF STAFF COMING ON DUTY AT 7.30 a .m. (SEE WARD POSTINGS) 
NUMBER OF STAFF COPING ON DUTY AT NOON AND h p.m. (SEE WARD 
POSTINGS) 
NUMBER OF STAFF COMING ON DUTY AT 9 p.m. 
ROUNDS: 
NUMBER OF PATIENTS OF THE CONSULTANT, SEE ROUTIZ Wien DAY FOR. DA! 
ANT T'ES 
NUMBER OF PATIENTS OF REGISTRAR, SEE ROUTEZ "WARD DIAirir .__.... 
TIME REQUIRED WITH HEALTH TEAM, SEE ROUTINE WARD DIARY 
( SOCIAL MEitTING) 
ADMINISTRATION: 
MEDICATION: 








NUMBER OF INJECTIONS TO BE GIY :7:41 i 7.iS+1'l 730 a.m. and 9 p.m. 
NUMBER OF INJECTIONS TO BE GIVEN Ezawan 9 p.m. and 7.30 
HOUSEKEEPING: 
MEALS: 
NUMBER OF PATIENTS RECEIVING K IGw DRINKS. 
MEETINGS AND INSERVICE EDUCATION: 
NUMBER OF STAFF ATTENDING WARD MEETING 
WARD CLASSES, NUMBER OF STAFF ATTENDING 
278. 
(SEE DAILY DIARY) 
(SEE ROUTINE WARD DIARY 
AND POSTINGS) 
TIME, IN MINUTES, REQUIRED FOR ANY MEETINGS (SEE DAILY DIARY) 
NUMBER OF STAFF TO BE ORIENTED 
DISTRACTION THERAPY: 
NUMBER OF STAFF REQUIRED 
(SEE DAILY DIARY) 
(SEE ROUTINE WARD DIARY) 
AMOUNT OF TINE, IN MINUTES, REQUIRED OF EACH STAFF 
OTHER: 




PROGRAMME FOR BUSICOM 207 CALCULATOR USED TO CALCULATE 
THE STAFFING HOURS AND FULL TIME STAFF NUMBERS REQUIRED. 
PROGRAMME FOR BUSICON 207 CALCULATOR USED TO CALCULATE 
THE STAFFING HOURS AND FULL TIME STAFF NUMBERS REOQUIRED. 
The following information will be stored in memories: 
Number of patients 
Admissions minus Discharges 
Day Total (Minutes) 
Night Total (Minutes) 








CARD 1 EXPLANATION 
Clear all memories 
EXECUTION 
Clear M, E, A 
Clear Memory 0 
Clear Memory I 
Clear Memory 2 
Clear Memory 3 







OA -) S OX 
lA S lOX 
2A 4 S 20X 
3A S 30X 
S 40x 
A 4I X 
A II 1X 
CARD 2 
Page 1 Column Totals 
Add up category Day Columns 
Add to Day Total 
Add up category Night 
Column and Add to Night 
Total 
Add category Day Total to 
category Night Total to 
give category 24 Hour, 
Total 
Add category 24 Hour 
Total to 24 Hour Total 
STOP 1: Enter Day Column 
Move A to I Category Day 
Total 
Call Memory 2 - Day Total 
-toE 
Add E to A 
Return A to Memory 2 - 
- Day Total 
Clear A 
STOP 2: Enter Night Column 
Move A to II - Category 
Night Total 
Call Memory 3 - Night Total 
- To E 
Add E to A 




A + I 
2S 4 E 
+ 




A .1> II 





Move I - category Day Total I 1>E 
- to E 
Move E to A 
Move II - category Night 
Total - to E 
Add E to A 




















Return to Top of Card 
and repeat with next 
Category until finished. 
EXECUTION 
Call Memory 
Add E to A 







A Category 24 
Hour Total 
4: 24 Hour 
Total to E 






4S ;E 40Y - Y 
411 3 S 40X 
Clear 9X 
All 
A 4, I X 
A II lX 
(Repe= XI 
CARD 3. Page 2 Totals: 
Minutes, Hours and Full 
Time Equivalent Staff 
required. Put number of 
patients into Memory 0 so 
that it can be recalled 
later for calculations. 
Put Number of admissions 
minus number of discharges 
into Memory I so that it 
and be recalled later for 
calculations. 
STOP 1: Enter number of 
patients 
Move E to A 
Move A to Memory 0 
Clear A 
STOP 2: Enter number of 
admissions 
Nove E to A 
Minus sign 
STOP 3 Enter number of 
discharges 
Move E to A 
Move A to Memory I 
Clear A 
Early Rounds. 
Multiply (.22 min.) per 
patient by the number of 
patients to give the 
number of minutes for 
Early Rounds. 
Store in I Category (Rounds) 
Day Total. 
Call Memory 0 - Number of 
patients to E 




Store in I Category 
(Rounds) Day Total 
Clear A 
T.30 a.m. Report. 
Multiply .3 min, per 
patient by number of staff 
coming on duty at 7.30 a.m. 
to give the number of 
minutes for 7.30 a.m. 
report. 
Add Category (Report) Day 
Total to Day Total. 
al_ i emory 0 - ,umber of 
patients to E 




Move A to E 
Prepare to Multiply 
STOP 4: Enter number of 
staff coming on duty at 
7.30 a.m. 
( Stop) 9XY 
+ Y 
OA S OX 
Clear 9X 
All 













A +- I 2Y 
Clear 9X 
All 










Add to Number of patients 
at 3 a.m. admissions minus 
descharges and multiply thi 
by .1. min. per patient for 
Noon Report. 
Store in II 
EXECUTION 
Multiply 
Add A to I Category 
(Report) Day Total 
Clear A 
Call Memory 0 - Number of 
patients to E 
Move E to A 
ECal1 Memory I: Admissions 
minus discharges to E 
Add to number of patients 
-A 
Move A to E 




Move A to II - to hold 
CARD ë 
Multiply this by the 
number of staff coming on 
Duty at Noon or 4 p.m. 
plus one staff member to 
give Report. 
Add this result to the 
Category (Report) Day 
Total. 
Night Report: 
Given by Day Staff. 
Add to the Number of 
patients at 3 a.m. 
Admissions minus 
discharges. 
Multiply by .3 min. per 
patient, to give time for 
staff to give report and 
add result to I Category 
(Report) Day Total. 
Clear A 
STOP 5: Enter number of 
staff coming on duty at 
noon or 4 p.m. 
Move E to A 
(Add person giving Report) 
Add to A: Staff on duty 
at noon 
Move A to E 
Prepare to multiply 
Recall II - patients x 
.0 min. 
Multiply 
Add A to I - Category 
(Report) Day Total 
Clear 4,P. 
Clear II 
Call Memory 0 - Number of 
patients to E 
Move E to A 
Call Memory I - Admissions 
minus discharges to E 
Add E to A 
Move A to E 




Add A to I - Category 






A I 2Y 
C le ar 9X 
411 
OS 9.E OY 
--f- Y 
IS 4 E 10Y 
t- Y 












A 4 E 5X 
x 7X 
II E 3X 
x 71 
A+ I 2Y 
Clear 9X 
All 
A zl> II 1X 
OSOS .EE OY 
t Y 
IS 4 E 10Y 
}- Y 









Night report: Niht Staff 
Add to number of patients 
at 3 a.m., Admissions 
minus Discharges. 
Multiply this by .3 Min. 
per patient for Night 
Report. 
Multiply by 
number of night staff 
Add result to II Category 
(Report) Night Total. 
EXECUTION 
Call Memory 0 - Number of 
patients to E. 
Move E to A 
Call Memory 1 - Admissions 
minus discharges to E 
Add E to A 
Move A to E 




Move A to E 
Prepare to multiply 
STOP 6: Enter number of 
staff coming on duty at 
9 p.m. 
Multiply 
Add A to II - Category 
(Report) Night Total 













A E 5X 
x 7X 
( Stop) 9XY 
x 71 
A+- II 31 
Night Rounds with Day 
Charge Nurse. 
Add to number of patients 
CARD . 
At 3 a.m. Admissions 
minus discharges 
multiply by .22 min. per 
patient 
Add result to Category 
(Report) Night Total 
Call Memory 0 - Number of 
patients to E 
Move E to A 
Clear 9X 
All 
OS ..>E OY 
-}- Y 
Call Memory 1 - Admissions 
minus discharges to E 
Add E to A 
Move A to E 




Add A to II - Category 
(Report) Night Total 
Clear A, M. 
15 E 10Y 
{ Y 






A +- II 31 
Add Category (Report) Day 
Total to Category (Report) 
Night Total. Total to 
give Category (Report) 24 
Hour Total, 
Add this to 24 Hour Total 
Recall I - Category Day 
Total to E 
Move E to A 
Recall II - Category 
Night Total to E 
Add E to A 
STOP 7: Read I - Category 
(Report) Day Total 
II - Cate- 
gory (Report) Night Total 
A - Category 
(Report) 24 Hour Total. 
Call Memory 4 - 24 Hour 
Total to E 





II ->E 3X 
Y 
(Stop) 9XY 
4S =->E 401 
Y 
EXPLANATION 
Add Category (Report) Day 
Total to Day Total 
Add Category (Report) 
Night to Night Total 





Return A to Memory 4 - 24 4A S 
Hour Total 
Clear A Clear 
All 
Move I - Category (Report) I E 
Day Total to E 
Move E to A F- 
Call Memory 2 - Day Total 2S E 
to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear A 
Call Memory 3 - Night 
Total to E 




3S 3j E 
Move II - Category (Report) II i E 
Night Total to E 
AddEtoA 4- 
Return A to Memory 3 - 3A S 
Night Total 
Clear A Clear 
All 
Clear I A 














Rounds: With Doctors, 
Health Team. 
Add the time required for 
Rounds with consultants 
to the time required for 
Rounds with other doctors 
Add this to the time 
required for Rounds with 
Registrars. Add this to 
the time required for 
Rounds with the health 
team. 
STOP 8: Enter time 
required for rounds with 
consultant 
Move E to A 
STOP 9: Enter time 
required for rounds with 
other doctors. 
Add E to A 
STOP 10: Enter time 
required for rounds with 
registrar. 
Add E to A 
STOP 11: Enter time 
















Add this to Category 
(Rounds) Day Total 
Add E to A 
Add A to I - Category 








Rounds with Nursing 
Officers 
Multiply the number of 
patients by .4 min. per 
patient for Day Rounds 
with the Nursing Officer. 
Add result to Category 
(Rounds) Day Total. 
Call Memory 0 - number of 
patients to E 




Add A to I - Category 

















OS +E OY 
^ Y 
1S j.E ICY 
'4- Y 








Add to number of patients 
the numbér of admissions 
minus discharges. 
Multiply by .4 min. per 
patient for evening 
Rounds by Nursing Officer 
Add this to Category 
(Rounds) Day Total 
Call Memory 0 - Number of 
patients to E 
Move E to A 
Call Memory I - Admissions 
minus discharges to E 
Add E to A 
Move A to E 




Add A to I - Category 
(Rounds) Day Total 
Clear A, M. 
To number of patients add 
admissions minus discharges 
Multiply by .4 per patient 
for Rounds made by 
Nursing Officer. 
Multiply by ,3 for the 
Three rounds made during 
the night. 
Add result to Category 
(Rounds) Night Total 
Call Memory 0 - number of 
patients to E 
Move E to A 
Call Memory 1 - Admissions 
minus discharges to E 
Add E to A 
Move A to E 




Move A to E 
Prepare to multiply 
3 
Multiply 
Add A to II - Category 
(Rounds) Night Total 
Clear A, M. 
Add Category (Rounds) Day 
Total to Day Total 
CARD 
Add Category (Rounds) Day 
Total 
to Category (Rounds) Night 
Total to give Category 
(Rounds) 24 Hour Total 
Move I - Category Rounds 
Day total to E 
Move E to A 
Call Memory 2 - Day Total 
to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear Al M. 
Move I - Category (Rounds) 
Day Total to E 
Move E to A 
Move II - Category (Rounds) 
Night Total to E 
Add E to A 
STOP 12: Read I - Category 
OS 4>E 0X 
-E- Y 
1S .3>E l0Y 
4- Y 









A -17 II 3Y 
Clear 9X 
All' 
I sjE 2X 
F Y 
2S '>,E 20Y 
Y 
24 .S 20X 
Clear 9X 
All 
I j.E 2X 
-1- Y 
II aE 3X 
h Y 
( Stop) 9XY 
286. 
LXrLANATION EXECUTION KEYS Ì-UNCH 
CARDS 
(Rounds) Day Total 
II - Category 
(Rounds) Night Total 
A. Category 
(Rounds) 24 Hour Total 
Add Category (Rounds) 24 Call Memory 4 - 24 hour 4S -> E 401. 
Hour Total to 24 Hour Total to E 
Total. Add E to A -1- Y 
Return A to Memory 4 - 24 i S 40X 
Hour Total 
Clear A Clear 9X 
All 
Add Category (Rounds) Move II - Category (Rounds) II :"E 3X 
Night Total to Night Total Night Total to E 
Move E to A -- Y 
Call Memory 3 - Night 3S ?.E 30Y 
Total to E 
Add E to A 4- Y 
Return A to Memory 3 - 3A 7)>S 30X 
Night Total 
Clear Category Totals Clear A Clear 9X 
All 
Clear I A -t I X 
Clear II A ?II 1X 
Administration: Kardex Call Memory 0 - number of 
patients to E 
OS > E OY 
Multiply the number of 
patients by .75 min. per Prepare to multiply x 7X 
patient for writing up the Decimal Point 91 
Kardex on Day Duty 7 7 7 
5 5 5 
Multiply x 71 
Add to Category (Admini- 
stration) Day Total 
Add A to I - Category 
(Admin.) Day Total 
A 47I 2Y 
Clear A Clear 9X 
All 
Multiply the number of 
patients plus admissions 
Call lemory 0 - number of 
patients to E. 
Os jE OY 
minus discharges by .75 Move E to A 4- Y 
minutes per ça tient for 
writing up the Kardex on 
Call Memory I - Admissions 
minus discharges to E 
18 jE 10Y 
Night Duty. Add E to A + Y 
Move A to E A f E 5X 
Prepare to multiply x 7X 
Decimal Point 91 
75 5 5 
multiply x 71- 
Add to Category (Admin- 
istration) Night Total 
Add A to II - Category 
( Admin.) Night Total 
A + II 3Y 
Clear A, M. Clear 9X 
All 
EXPLANATION 
CARD 8. Report to Nursing 
Office 
Add 7 minutes for writing 
the Night deport to Nursing 
Office to Category ( Admin.) 
Day Total. 
Add Category TITamin.) Day 
Total to Day Total 
Add Category ( Admin) Day 
Total to Category ( Admin) 
Night Total to give 




Move E to A 
Add A to I }Category (i drain) 
Day Total 
Clear A 
Add Category ( Admin.) 24 
Hour Total to 24 Hour Total 
Add Category ( Admin.) 
Night Total to Night Total 
Clear Category Totals 
Medications; 
Add 48 min. for prepa- 
ration for distributing 
medicines on day duty 
add this to Category 
(Medications) Day Total. 
Move I - Category ( Ldmin.) 
Day Total To E 
Move E to A 
Call Memory 2 - Day Total 
to E 
Add E to A 
Return A to jlemory 2 - Day 
Total 
Clear A 
Move I - Category ( Admin) 
Day Total to E 
Move E to A 
Move II - Category ( Admin) 
Night Total to E 
Add E to A 
STOP 13: Read I - Cate- 
gory Admin). Day Total 
II - Cate- 
gory (Admin.) Night Total 
A - Cate- 
gory ( Admin.) 24 Ho,ir 
Total 
Call Memory 4 - 24 Hour 
Total to E 
Add E to A 
Return A to Memory 4 - 
24 Hour Total 
Clear A 
iviove II - Category (Admin.) 
Night Total to E 
hove L to A 
Call Memory 3 - Night 
Total to E 
Add E to A 








































Move E to A 
Add A to I - Category 
























Add 1 min. for each patient 
on Medications at 10 a.m., 
Noon, 2 p.m., 6 p.m. to 
Category (Medications) Day 
Total 
Add 12 min. for prepa- 
ration for distribution 
of medications on Night 
Duty to Category (Meds.) 
EXECUTION 
STOP 14: Enter number of 
patients on medications: 
10 a.m. - 6 p.m. 
Move E to A 
Add A to I - Category 






















CA Night Total Add A to II - Category 
(Medications) Night Total 
Clear A 





Add 3 min. for each patient 
on medications at 10 p.m., 
12 MN., 2 a.m., 6 a.m., to 
Category (Medications) 
Night Total. 






















patients on Medications 
10 p.m. - 6 a.m. 
Move E to A 
Add A to II - Category 
(Medications) Night Total 
Clear A 
STOP 167-Enter number of Multiply the number of 
injections to be given on 
Day Duty by 6 min. Add 
this to Category (Medic- 
ations) Day Total 
injections 7.30 a.m. - 
9 p.m. 
Prepare to multiply 
6 
Multiply 
Add A to I - Category 
(Medications) Day Total 
Clear A, M. 
Multiply the number of 
injections on Night Duty 
by 6 min. each. Add 
this to Category (Med- 
ications) Night Total. 













injections 9 p.m. - 
7.30 a.m. 
Prepare to Multiply 
6 
Multiply 
Add A to II - Category 
(Medications) Night Total 
Clear A, M. 
Add one min. for each 
patient (Number of 
patients plus admissions 
minus discharges) for 
Aperiants to Category 
(Medications) Day Total 
Call Memory 0 - number of 
patients to E 
Move E to A 
Call Memory 1 - Admissions 
minus discharges to E 
Add E to A 
Add A to I - Category 
















Category (Medications) Day 
Total 
Add Category (Medications) 
Day Total to Category 
(Medications) Night Total 
to give Category (Medicatio 
24 Hour Total 




Call Memory 2 - Day Total 
to E 
Move E to A 
Move I - Category (Medi- 
cations) Day Total to E 
Add E to A 
Return A to Memory 2 - Day 
Total 
Clear A 
Move I - Category (Medi- 
cations) Day Total to E 
Move E to A 
n) 
Move II - Category (Med- 
ications) Night Total to E 
Add E to A 
STOP 18: Read I - Category 
Medications) Day Total. 
II - Cate- 
gory (Medications Night 
Total 
A - Category 
(Medications) 24 Hour Total 
Call Memory 4 - 24 Hour 4S i0 E 
Total to E 
Add E to A -- 
Return A to Memory 4 - 24 4A >S 
Hour Total 












CARD 10. Move II - Category Mad- II *E 
Add Category (Medications) ications) Night Total to 
Night Total to Night Total E 
Move E to A - 
Call Memory 3 - Night Total 3S 4>E 
to E 
Add E to A 
Return A to Memory 3 - 
Night Total 
Clear A 









Add 14 min. for cleaning 
the sluice and 7 min. for 
preparation for cleaning 
locker tops to Category 
(Housekeeping) Day Total 
1 
4 
Move E to A 
Add A to I - Category 
(Housekeeping) Day Total 



































Multiply the number of 
patients by 1.9 min. (1.5 I 
min /patient for cleaning 
lockers and .4 min/patient 
for distributing waters) 
Add Category (Housekeeping) 
Day Total to 
Day Total 
Add Category (Housekeeping) 
24 Hour Total to 24 Hour 
Total 
Clear Category Totals 
EXECUTION 
Call Memory° - Number of 
patients to E 





Add A to I - Category 
(Housekeeping) Day Total 
Clear A, M. 
STOP 19: Read I - Cate- 
gory Housekeeping) Day 
and 24 Hour Total. 
Call Memory 2 - Day Total 
to E 
Move E to A 
Move I - Category (House- 
keeping) Day Total to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear A 
Call Memory 4: 24 Hour 
Total to E 
Move E to A 
Move I - Category (House- 
keeping) Total to E 
Add E to A 
Return A to Memory 4 - 


















I }E 2X 
- Y 
2A S 20X 
Clear 9X 
All 
4S 7E, 40Y 
-} Y 
I j E 2X 
-j- Y 
4A * S 40X 
Clear 9X 
All 
A ;;,:>I X 
Meals 
Add 7 min. each for 
preparation for teas at 
10 a.m. and 2 p.m. to 
Category(Meals) Day Total 
1 
4 
hove E to A 
Add A to I - Category 





CARD 11 Clear A 
Preparation for Ereakfast 
Add 2 min. for preparation 
for Breakfast to Category 
(Meals) Night Total. 
2 
hove E to A 
Add A to II - Category 
(heals) Night Total 
Clear A 
Lunch, Su oer, 2 p.m. Tea 
Multiply number of patients 
plus admissions minus 
discharges by: 
Call Memory 0 - Number of 
patients to E 
Move E to A 
Call Memory 1 - Admissions 





A i' II 3Y 
Clear 9X 
All 
US >E OY 
4 Y 
13 ) E 10Y 
EXPLANATION 
9 min. Lunch 
11 Min. Supper 
.11 min. Menus 
1.2 min. 2 p.m. Tea 
21.6 min. per patient 
Add this to Category 
(Meals) Day Total 
EXFCUTION 
Add E to A 
Move A to E 






Add A to I - Category 
(Meals) Day Total 















Multiply the number of 
patients by 5.2 min. per 
patient (I min. breakfast 
1.2 min. 10 a.m. Tea) 
Add this to Category 
(Meal¡ Day Total 
Call Memory 0 - number of 
patients to E 





Add A to I - Category 
(Meals) Day Total 
Clear L.M. 
Multiply the number of 
patients plus admissions 
minus discharges 
Call Memory 0 - number of 
patients to E 
Move E to A 
Call Memory 1 - Admissions 
minus discharges to E 
Add E to A 
Move A to E 
by 1.2 min. for serving Prepare to multiply 




Add this to Category Add A to II - Category 
(Meals) Night Total (Meals) Night Total 
Clear A.M. 
Multiply number of 
patients receiving late 
drink by 
STOP 20: Enter number of 
patients receiving late 
drink. 





























Add 6 min. for preparing 
Drinks 
Manually add to Category 







Add E to A .i 
STOP 21: If drink given by (Stop) 
Day Staff depress A -F I 


























Add Category (Meals) Day 
Total to Day Total 
Add Category (Mes:ls) 
Night Total to Night 
Total 
Add Category (Meals) Day 
Total to 
Category (Meals) Night 
Total to give Category 
(Meala) 24 Hour Total 
Add Category (Meals) 
24 Hour Total to 24 
Hour Total 
Clear Category Totals 
EXECUTION 
Call Memory 2 - Day Total 
to E 
Move E to A 
Move I - Category (Meals) 
Day Total to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear A 
Call Memory 3 - Night 
Total to E 
Move E to A 
Move II - Category (Meals 
Night Total to E 
Add E to A 
Return A to Memory 3 - 
Night Total 
Clear A 
Move I - Category (Meals) 
Day Total to E 
Move E to A 
Move II - Category (Meals) 
Night Total to E 
Add E to A 
STOP 22: Read I - Cate- 
gory Meals) Day Total 
II - Cate- 
gory (Meals) Night Total 
A - Cate- 
gory (Meals) 24 Hour Total 
Call Memory 4 - 24 Hour 
Total to E 
Add E to A 
Return A to Memory 4 - 











II .,> E 
t 






































Multiply number of planned 
Admissions by 30 min. 
Add to Category (Admis- 
sions) Day Total 
Prepare to multiply 
30 
Multiply 
Add A to I - Category 
(Admissions) Day Total 
STOP 24: Read I - Category 
Admissions) Day Total 
and 24 Hour Total 












Add Category (Admissions 
Day Total to Day Total 
Add Category (Admissions 
24 Hour Total to 24 Hour 
Total 
Clear Category Totals 
EXECUTION 
Move E to A 
move I - Category (Admis- 
sions) Day Total to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear A 
Call Memory 4 - 24 Hour 
Total to E 
Move E to A 
Move I - Category (Admis- 
sions) 24 Hour Total to E 
Add E to A 
Return A to Memory 4 - 
























Multiply number of staff 
attending ward meeting 
by 35 minutes 
Add to Category (Meetings 
Day Total 
Add time required for 
Sisters' Meeting to 
Category (Meetings) 
Day Total 
STOP 25% Enter number of 
staff attending ward 
meeting. 




Add A to I - Category 
(Meetings) Day Total 
Clear A 
Add time required for unit 
meeting to Category 




STOP 2 : Enter time ---- 9XY 
required for Sisters' 
Meeting 
Move E to A Y 
Add A to I - Category A * I 2Y 
(Meetings) Day Total 















STOP 27: Enter time --7 Stop) 9XY 
required for unit 
meeting. 
Move E to A t Y 
Add A to I - Category A f- I 2Y 
(Meetings) Day Total 
Clear A Clear 9X 
Multiply number of 
students attending 
lecutres by 60 min. 
STOP 28: Enter number of 
students for class 

















And Add to Category (Meetings) 
Day Total 
EXECUTION 
dd A to I - Category 
(Meetings) Day Total 
KEYS . 




ZERT3 -14. Clear A Clear 
All 
9X 









Nursing Officers Meeting 
to Category (Meetings) 
Day Total 
required for Nursing 
Officers Meeting 
Move E to A 
Add A to I - Category 
(Meetings) Day Total 
Clear A 
Add time required for 
Committee Meetings to 
Category (Meetings) Day 
Total 
STOP 30: Enter time (Stop 
-1- 







required for Committee 
Meeting 
Move E to A 
Add A to I - Category 
(Meetings) Day Total 
Clear A 
multiply the number of 
staff to be oriented plus 
1 (to give orientation) 
by 15 min. 
Add this to Category 
(Meetings) Day Total 






































staff to be oriented 
plus 1. 




Add A to Category 
(Meetings) Day Total 
Clear A, M. 
Add Category (Meetings) 
Day Total to Day Total 
Add Category (Meetings) 
24 Hour Total to 24 Hour 
Total 
STOP 32: Read I - Cate- 
gory (Meetings) Day Total 
Cate- 
gory (Meetings) 2l Hour 
Total 
Call Memory 2 - Day Total 
to E 
Move E to r 
Move ï to E 
AddtoA 
' eturn A to Memory 2 - 
Day Total 
lear A 
all Memory 4 - 24 Hour 
Total to E 
Move E to A 
Move I - Category - 
(Meetings) Day Total plus 
24 Hour Total to E 
,dd E to A 
EXPLANATION 
Distraction Therapy. 
Multiply the number of 
staff required for 
Distraction Therapy by 
the time required. 
Add result to Category 
(Distraction Therapy) Day 
Total. 
cAR J 13. 
Add time required for any 
other Distraction Therapy 
to Category (Distraction 
Therapy) Day Total 
EXECUTION 
Return A to Memory 4 - 
24 Hour Total 
Clear A 
Clear I 
STOP 33: Enter number of-- 
staff required for 
Distraction Therapy 
Prepare to multiply 
STOP 34: Enter time 
required for Distraction 
Therapy 
Multiply 
Add A to I - Category 
(Distraction Therapy) 
Clear A 
Add Category (Distraction 
Therapy) Day Total to Day 
Total 
Add Category (Distraction 
Therapy) 24 hour Total to 
24 Hour Total. 
Misc. Prep. Time. 
Add 23.5 min. for Misc. 




4A ; 6 40X 
Clear 9X 
All 














STOP 3 : Enter staff 
time required for other 
Distraction Therapy 
Move E to A 
Add A to I - Category 
(Distraction Therapy) 
Day Total 
STOP 36: Read I - Cate- 
-7(7i-Distraction 
Therapy) Day Total 
2L hour Total 
Call Memory 2 - Day Total 
to E 
Move E to A 
Move I - Category (Dist- 
raction Therapy) Day 
Total to E 
Add E to A 
Return A to Memory 2 - 
Day Total 
Clear A 
Call Memory 4 - 24 Hour 
Total to E 
Move E to A 
hove I - Category (Dist- 
raction Therapy) Day 
Total to E 
Add E to A 
Return A'to Memory 4 - 










































Add 8 Min. for Misc. Prep, 
Time to Night Total 
Add 31.5 Min. (23.5 1-8) 
for Misc. Prep. Time to 
24 Hour Total 
EXECUTION 
5 
Move E to A 
Call Memory 2 - Day Total 
to E 
Add E to A 




Move E to A 
Call Memory 3 - Night 
Total to E 
Add E to A 







Move E to A 
Call Memory 4 - 24 Hour 
Total to E 
Add E to A 
Return A to Memory 4 - 2 
Hour Total 
CARD 16: Clear A 
Other. 
Add any other time 
required on day duty 
To Day Total 
Add any other time 
required on night duty 
to Night Total 
STOP 37: Enter any other 
time required - days. 
Move E to A 
Add A to I - Category 
(Other) 24 Hour Total 
Call Memory 2 - Day Total 
to E 
Add E to A 
Return A to Memory 2 - Day 
Total 
Clear A 
STOP 38: Enter any other 
time required on night duty 
Move E to A 
Add A to I - Category 
(Other) 24 Hour Total 
Call Memory 3 - Night 
Total to E 
Move E to A 







2S E 20Y 
+ Y 





38 E 30Y 
+ Y 








4S jE 40Y 
-i- Y 





A + I 2Y 
2S -;,7E 20Y 
+ Y 





A + I 2Y 
3S .9E 301 
-h Y 




Add Category (Other) 
24 Hour Total to 21.E 
Hour Total 







Move I - Category (Other) I ;E 
24 Hour Total to E 
Move E to A 
Call Memory 4 - 24 Hour 
Total to E 
Add E to A 
Return A to Memory 14 - 
24 Hour Total 
Clear A 
Clear I 
ßa11 Memory 2 - Day Total 
to E 
STOP 39: Read E - Day 
Total 
Clear E 
Call Memory 3 - Night 
Total to E 
STOP 40: Read E - Night 
Total 
Clear E 
Call Memory 14 - 24 Hour 
Total to E 





143 E 140Y 
+ Y 

















Call 'Memory 2 - Day Total 2S ->E 






and divide by 73 to give 
the required time on 
day duty in minutes 
Divide by 60 to give 
hours required 
Divide by 8 to give 
number of full time 
























STOP 42: Read: required 
day minutes. 




STOP 43: Read A Day (Stop) 
Hours required 
Move A to II (Total Hours) A r II 
8 8 
Divide t 
STOP 44: Read A. Full Time (Stop) 
equivalent staff required 





















Multiply Night Total 
by 100 
And divide by 38 
To give min. required on 
Night Duty 
Divide by 60 
to Give required Night 
Hours divide by 10 Hours 
To give Full Time Equiv- 
alent staff required 
on Night Duty 
Multiply 24 Hours required 
by 60 and compare result 
with 24 Hour minutes 
required. 
EXECUTION 
Call Memory 3 - Night 
Total to E 








STOP 45: head A - required 
Night Minutes 




STOP 146: Read A - required 
Night Hours. 




STOP 47: Read A - Full 
Time equivalent staff 
required nights. 
I -24 
Hour min. required. 
II - 24 
Hour hrs. required. 
Clear A 
Move II - 24 Hour 
required to E 






























































Calculate the percentage 
of time spent in each 
category in 24 Hours 
Add Category Percentage 
to Total Percentage 
STOP 1: Enter 24 Hour (Stop 
Min. in Category 





Move I - Total minutes, I -j E 
24 Hours to E 
Divide 
STOP 2: Read M: Fercentag 
time in Category 
Add A to II - Percentage 
Total 




















EXECUTION KEYS PUNCH 
CARDS 
STOP 3: Enter - 24 Hour (Stop) 9XY 
Min. in Category 
Prepare to multiply x 7X 
1 1 1 
0 0 0 
0 0 0 
Multiply x 7Y 
Move I - Total minutes/ I -T E 2X 
24 Hours to E 
Divide 6Y 
STOP )a: Read M.- Percentage (Stop) 9XY 
time in category 
Add A to II - Percentage A i- II 3Y 
Total 
Clear A, M. Clear 9X 
All 
STOP 5: Enter - 24 Hour (Stop) 9XY 
Min in Category 
Prepare to multiply x 7X 
1 1 1 
0 0 0 
0 0 0 
Multiply x 71 
Move I - Min. in 24 Hours I 47E 2X 
to E 
Divide t 6Y 
STOP 6: Read M - Percen- (Stop) 9XY 
tage time in Category 
Add A to II - Percentage A + II 3Y 
Total 
Clear A, M. Clear 9X 
All 
(Return) XY Return to Top of Card 
300 . 
APPENDIX 1)4 
FORM USED FOR WEEKLY REPORTS OF WORKLOAD INFORMATION 
301. 
FORM USED FOR WEEKLY REPORTS OF WJRKLOAD INFORMATION 
WEEKLY STAFFING 
DAY DUTY NIGHT DUTY 
1 STAFFING 
HOURS F.T.E. STAFF 
STAFFING 
HOURS F.T.E. STAFF 
N 
r- 








WEEKLY AVERAGES MIN. MIN. 
BASIC CARE ADMINISTRATION 
MOBILISATION íMEDICATIONS 
TECHNICAL CARE HOUSEKEEPING 
INDIVIDUAL CARE MEALS 
OBSERVATION PLANNED AEMISSIONS 
TESTS MEETINGS, IN SERVICE 
FUTURE DISTRACTION THERAPY 




,AMOUNTS OF TIME DETERMINED FOR PLANNED ACTIVITIES ON WARDS 2 & 3 
303. 
AMOUNTS OF TINE DETERMINED FOR PLANNED ACTIVITIES ON WARDS 2 AND 3 
ACTIVITY 
REPORTS 
Attending early report: given by the night 
charge nurse to the day charge nurse. 
Attending morning report: given by charge 
nurse on early day duty to staff members 
on early day duty. 
Attending afternoon report: given by 
charge nurse on early day duty to staff 
members on late day duty. 
Attending night report: given by charge 
nurse on late day duty to staff members 
on night duty. 
ROUNDS. 
Making rounds with the consultant 
Making rounds with the registrar 
Making rounds with nursing officer 
Making rounds with health team 
ADMINISTRATION 
Recording in the Kardex 
Preparing evening report for the 
nursing office 
MEDICATIONS 
Preparing medicine trolley 
Distributing medications to patients 






























































Cleaning locker tops; including chanting 
disposal bags and sputum cups and 
collecting urinals (Wd. 2) 






Serving meals to patients 
Evening Meal: 
preparing 
Serving meals to patients 
T genus: distributing menus for patients 
to complete, completing menus for those 
patients unable to do so. 
Teas: 
Preparing 2 p.m. 
10 p.m. 
Serving 10 p.m. 
BASIC CARE AND PERSONAL HYGIENE 
Big Bath: including bedmaking 
- lifting patient in/out of bath 
- patient requires only some help 
- making open bed, patient requires no 
help with bath 
Shower: including bedmaking 1 staff 
2 staff 
Bed Bath: including bedmaking 
- getting the patient up in a chair to 














































33 minutes 33 minutés 
22 minuté 22 minutés 
6 minute 6 minute 
26 minutes 26 minutes 
42 minutes 42 minutes 
40 minutes 40 minutes 
ACTIVITY 
- making bed while patient remains in it 
- giving the patient a basin to wash self 
and some help. 
Shaving - wet 
electric 
Giving a patient a bedpan 





Giving Oral Hygiene: 
- Brushing dentures and giving mouthwash 
- using mouth care tray 
- using mouth care tray and brushing 
dentures 
- giving equipment to patient in chair 
or bed who brushes own teeth. 
- giving mouth washonly 
- brushing dentures only 
straightening bed clothes 
assisting a patient out of bed 1 staff 
2 staff 
returning'a patient to the top of bed 
1 staff 
2 staff 
putting a patient into bed 2 staff 
Back care: including washing and/or 
rubbing a patient's back 
Washing a patient's face and hands 
Giving a patient a basin for face and 
hand washing 
Feeding a patient: - 2 Course meal 
3 Course meal 
Drink 
OBSERVATIONS. 
Measuring temperature, pulse and blood 
pressure 
Measuring temperature and pulse. 
Measuring blood pressure 
Weighing - a patient who requires help 





































































ç Activity not observed sufficiently on ward, indicated time 
derived from observations on other wards. 
xx 3 ward average 
30Y. 
APPENDIX 16 
AVERAGE NUMBER OF MINUTES PER PATIENT REQUIRED IN THE VARIOUS 
CATEGORIES BY DAY OF WEEK 
308. 
AVERAGE NUMBER OF MINUTES PER PATIENT REQUIRED IN THE VARIOUS 




DAY DUTY NIGHT DUTY 
WARD 1 2 3 1 2 3 
. -._-- 
BASIC CARE M 26 31 49 8 3 12 
T 26 32 42 8 3 11 
W 27 32 44 9 3 11 
T 26 32 48 9 3 11 
F 25 32 39 7 3 10 
S 26 31 35 8 3 12 
S 26 32 42 8 3 11 
MOBILISATION M 23 10 35 17 2 21 
T 22 8 33 17 1 18 
w 25 8 31, 19 1 18 
T 23 8 29 17 1 16 
F 22 8 31 17 1 18 
S 23 12 34 17 2 19 
S 23 11 33 17 3 20 
TPCHdICAL GYRE M 4 27 16 2 7 10 
T 3 31 20 2 9 13 
W 2 33 21 .5 9 14 
T 3 31 22 1 8 16 
F 2 31 21 .14 7 14 
S 14 25 20 2 7 13 
s 4 28 17 2 8 10 
INDIVIDUAL CARE M 0 .2 40 0 .1 .7 
T 1 .6 35 .4 .2 .8 
W .8 o 32 .3 0 .7 
T 1 0 30 .4 0 .5 
F 1 0 33 .3 0 .8 
s o o 38 o o .8 
S 0 .1 36 o .1 .6 
OßSERVATION M 10 7 4 2 14 3 
T 11 7 5 3 14 3 
W 12 8 5 4 5 4 
T 12 7 5 4 4 4 
F 11 7 5 3 4 3 
S 10- 7 5 3 4 3 





DAY DUTY NIGHT DUTY 
WARD 1 2 3 
i 
1 2 3 
TREATMENT BY M .3 1 1 0 .3 0, 
MEDICAL STAFF T .8 2 .1 0 .2 0 
AND/OR W 1 2 0 0 .1 0 
INVE,TIGATION T .1 2 .1 0 .1 0 
F 1 2 0 0 0 0 
S 0 1 .1 0 .1 0 
S .1 1 0 0 0 0 
FUTURE M .5 2 1 
T .6 .4 .3 
w 1 1 .3 
T 0 1 0 
F .7 1 .3 
S .4 1 .3 
S 0 .1 .1 
REPORT M 14 13 7 1 3 2 
T 4 13 7 1 3 2 
W 4 13 8 1 2 2 
T 4 13 7 1 2 2 
F 4 14 7 1 3 2 
S 4 13 6 1 3 2 
S 14 13 7 1 2 2 
ROUNDS M 8 9 8 2 1 1 
T 8 9 9 1 1 2 
w 8 8 8 1 1 1 
T 8 9 11 2 1 2 
F 7 6 8 1 1 1 
s 8 5 7 1 1 1 
S 1 1 1 2 1 2 
ADMINISTRATION M 1 1 1 1 1 1 
T 1 1 1 1 1 1 
W 1 1 1 1 1 1 
T 1 1 1 1 1 1 
F 1 1 1 1 1 1 
S 1 1 1 1 1 1 
S 1 1 1 1 1 1 
ìYIFDICATIONS M 5 3 4 2 1 1 
T 5 3 4 2 2 1 
W 5 3 14 2 2 1 
T 5 3 4 2 2 1 
F 5 3 4 2 2 2 
S 5 3 4 2 2 1 







DAY DUTY NIGHT DUTY 
1 2 3 1 2 3 
HOUSEKEEPING M 2 1 1 
T 2 1 1 
W 2 1 1 
T 2 1 1 
F 2 1 1 
S 2 1 1 
S 2 1 1 
MEALS M 18 21 21 3 2 2 
T 18 21 21 4 2 2 
W 18 21 21 4 2 2 
T 19 21 21 4 2 2 
F 18 20 21 4 2 2 
5 18 21 21 3 2 2 
S 19 21 21 3 2 2 _.- 
ADMISSIONS M .6 1 .3 
T .2 .5 .3 
.2 .6 .1 
T .2 .5 .1 F.1 .3 .1 
S .1 .3 .2 
S 0 0 .1 
MEETINGS M 1 3 4 0 0 .2 
T 2 1 6 0 0 0 
W 1 1 4 0 0 0 
T 1 1 4 0 0 0 
F 0 1 2 0 0 0 
S 0 0 0 0 0 0 
S 0 0 0 0 0 0 
DISTRACTION M 5 0 3 
THERAPY T 4 .2 .1 
W 0 0 0 
T 2 0 .7 
F 1 0 0 
S 0 0 0 
S 4 0 .1 
MISCELLANEOUS M .8 1 2 .5 .5 .6 
PREP,ARATIOIV T .8 1 1 .4 .6 .5 
TIME W .8 1 1 .4 .6 .6 
T .8 1 1 .4 .6 .5 
F .8 1 1 .4 .6 .5 
S . .8 1 1 .5 .6 .5 
S .8 1 1 .5 .6 .6 
311. 
APPENDIX 17 
STAFFING HOURS AVAILABLE AND REQUIRED ON 3 WARDS FROM 
SEPTEMBER 1975 TO FEBRUARY 1976. 
312. 
STAFFING HOURS AVAILABLE AND REQUIRED ON 3 WARDS FROM 
SEFF MBER 1975 TO 'FEBRUARY 1976. 
Date Day DAY DUTY NIGHT DUTY 











S. 1 S. 





















1 Mon 49.5 30 36 
2 Tues 49 118.5 40 20 30 41 
3 Wed 56 90 40 35 20 20 47 
14 Thur 48 97.5 40 27 20 20 42 
5 Fri 51 96 30 30 20 20 45 
6 Sat 48.5 95 20 20 52 
7 Sun 50 96 20 30 47 
8 14an 45.5 67 104 20 22 30 48 
9 Tues 39.5 56 96 20 18 20 47 
10 Wed 
11 Thur 
12 Fri 45 98 20 49 
13 Sat 37.5 53 88S 20 17 20 48 
114 sun 37.5 514 82.5 20 20 20 50 
15 Mon 45 57 107 20 '17 20 5)4 
16 Tue- 43.5 59 91 30 19 20 17 20 46 
17 Wed 50 92.5 30 17 20 18 20 44 
18 Thur 46.5 49 87.5 20 17 20 )43 
19 Fri 49 78.5 42 
20 Sat 41 48 97 20 17 20 46 
21 Sun 20 
22 Mon 
23 Tues 157 97 20 148 
24 Wed 41 9)4 20 20 49 
25 Thur 45 55 103 20 14 20 48 
26 Fri 55.5 92.5 20 20 148 
27 Sat 55S 40 101 30 41 20 30 52 
28 Sun 51 62 30 38 20 20 
29 Mon 50 30 32 
30 Tues 59 97.5 20 20 49 
Oct 
1 Wed 142 49 100 20 13 20 52 
2 Thur 57 102.5 20 20 52 
3 Fri 65 97 20 50 
4 Sat 46 146 82 30 27 20 30 44 















75 83 20 
20 21 
20 33 
10 Fri 68 61 57 80 20 214 20 49 
11 Sat 68 51.5 68 56 83.5 140 37 30 30 47 









15 Wed 49 86.5 20 147 
313 
Date Day DAY DUTY NIGHT DUTY 
WARD 1 WARD 2 WARD 3 WARD 1 WARD 2 WARD 3 
A. R. A. R. A. R. A. R. A. R. Á.'R. 
S. S. S. S. s. S. S. S. S. S. S. S. 
H. H. H. H. H. H. H. H. H. H. H. 
Oct 
16 Thur 61 54 63 94 30 18 20 45 
17 Fri 61 57 46 81 20 18 20 44 
18 Sat 62 49.5 57 53.5 40 31 . 20 20 
19 Sun 67 47 59 77 30 32 30 52 
20 D'ion 67 51 66 74.5 30 31 38 
21 Tues 67 60.5 58 76.5 20 22 20 41 
22 Wed 63 55 66 78 20 21 20 40 
23 Thur 76 47..5 70 86.5 20 20 20 40 
24 Fri 52 72.5 37 
25 Sat 57 118.5 30 30 
26 Sun 60 43 40 29 
27 Mon 58.5 47.5 30 29 
28 Tues 
29 Wed 75 60 68 70 20 21 20 43 
30 Thur 67 68.5 20 33 
31 Fri 62 49 20 15 
Nov 
1 Sat 59 47.5 61 65 40 32 38 
2 Sun 59 41.5 63 68 40 30 20 
37 
3 Mon 66.5 55 65 72.5 40 33 35 
4 Tues 57 49.5 59 69 
20 13 35 
5 Wed 59 53 54 71 20 15 38 
6 Thur 67 54 65 70 20 18 
40 
7 Fri 59 64.5 36 
8 Sat 55.5 49 65 66.5 59.5 40 33 30 
18 30 
9 sun 65 48 57 61.5 48 63 30 34 30 18 33 
10 Mon 63.5 57 60 61 60 68 40 39 18 20 
36 
11 Tues 54 63 
20 36 
12 Wed 
13 Thur 57 58.5 62.5 59.5 58.5 66 40 44 20 
18 20 36 
14 Fri 59 61.5 65 54.5 60 60.5 30 44 
17 20 33 
15 Sat 64 50 56 62.5 30 43.5 
35 
16 Sun 64 51 62 60 40 36 
20 34 
17 Mon 70 59.5 59 78 79 30 38 
19 32 
18 Tues 70 66 50 76 70 73 40 39 20 19 20 31 
19 Wed 60 72 
20 32 
20 Thur 51 57 70 79 30 37 
20 34 
21 Fri 68 70 
20 31 
22 Sat 56 58.5 
20 31 
23 Sun 70 49.5 54 59 30 36 
20 31 
24 Mon 75 65.5 59 70.5 78 74 30 39 
15 31 
25 Tues 64 57 64.5 83 73 40 
20 19 20 33 
26 Wed 64 67 49 64 76 74.5 40 46 
20 19 20 34 
27 Thur 41 61 65 71.5 
20 21 20 35 
28 Fri 51 56.5 
20 38 
29 Sat 70 60 62 69 61 30 43 
26 
30 Sun 75 61 62 59 78 70 
30 46 25 23 40 
Dec 
1 Mon 67 64.5 46 ,65 30 45 
26 
314. 
Date Day DAY DUTY NIGHT DUTY 






































2 Tues 64 52 66 53 65,5 4o 20 26 20 36 
3 'Ned 65 49 57 59 62S 40 20 19 20 35 
14 Thur 75 52.5 49 50 54 75 40 39 20 18 20 45 
5 Fri 69 52.5 58 54 43 69 30 34 20 18 20 44 
6 Sat 68 51 59 56 64 67.5 40 37 30 19 51 
7 Sun 73 46.5 49 56.5 51 68.5 140 38 30 25 49 
8 Mon 62 63 23 
9 Tues 73 55 62 55 59 76.5 40 39 20 20 20 44 
10 Wed 81 51 62 54 65 77 30 36 30 21 20 48 
11 Thur 77 57 62 52 57 81 3o 41 20 20 20 49 
12 Fri 70 59 63 56 68 71.5 40 37 20 22 20 44 
13 Sat 72 53.5 60 52 50 37 30 21 
114 Sun 73 58.5 6o 40 43 
15 Mon 72 63.5 59 50.5 30 43 30 21 
16 Tues 81 57 51 73 79 40 20 22 20 50 
17 Wed 64 62 65 48 69 83.5 30 47 20 22 20 51 
18 Thur 7o 63 59 52 62 87 4o 51 20 18 50 
19 Fri 64 70.5 64 51 86 76 30 52 20 17 20 49 
20 Sat 59 59.5 61 71 41 514 
21 Sun 67 52 30 32 
22 Mon 59 56.5 30 33 
23 Tues 5)4 71.5 20 141 
24 Wed 51 71.5 20 143 
25 Thur 57 77.5 20 145 
26 Fri 62 65.5 20 42 
27 sat 56 54 53 65 4o 41 ' 42 
28 Sun 46 59 40 46 
29 Mon 54 62.5 3o 46 
30 Tues 54 60 59 60.5 140 44 30 24 
31 Wed 514 65 20 28 
Jan 
1 Thur 514 63 149 70 20 27 20 43 
2 Fri 45 20 
3 Set 
4 sun 59 61 20 41 
5 Mon 68 69 20 141 
6 Tues 143 68 65 20 3o 20 43 
7 Wed 51 69 67 71 20 
30 20 46 
8 Thur 46 59 20 21 
9 Fri 67 147 51 54 61 69.5 3o 28 20 19 20 46 
10 Sat 62 53 514 65 30 35 145 
11 Sun 70 55 30 36 
12 Mon 78 59,5 20 314 
13 Tues 51 60 56 71 20 
23 20 53 
114 Wed 143 58 57 68 
20 22 20 148 
15 Thur 70 50.5 49 58 60 72 30 314 20 22 
20 148 
16 Fri 69 47 57 58 60 65.5 30 30 20 20 
20 147 
17 Sat 75 57.5 49 3o 41 
18 Sun 77 61.5 41 50.5 70 3o 43 20 







3 WARD 1 
NIGHT DUTY 
WARD 2 2 WARD WARD 3 
A. R. A. R. A. R. A. T R. A. R. A. R. 
S. S. S. S. S. S. S. S. S. S. S. S. 
lH. H. H. H. H. H. H. H. H. H. H. H. 
Jan. 
19 Mon 44 65 43 58 81 30 41 20 20 51 
20 Tues 74 55.5 51 58 54 74.5 30 36 20 20 20 52 
21 Wed 60 57.5 30 38 
22 Thur 70 57 59 57 30 38 20 20 
23 Fri 73.5 54 30 37 
24 Sat 59 57 64 51 41 84 30 40 30 15 57 
25 Sun 75 58 64 49.5 30 4o 20 15 
26 Non 55.5 57.5 30 40 
27 Tues 51 56 20 16 
28 Wed 36 89 20 61 
29 Thur 814 20 58 
30 Fri 51 48 20 17 
31 Sat 60 62 51 46.5 140 53 20 18 
Feb. 
1 Sun 60 64.5 43 50.5 40 53 20 23 
2 Mon 
3 Tues 54.5 59 81.5 20 22 20 54 
4 Wed 56 57 81.5 20 25 20 50 
5 Thur 58.5 61 79 20 25 20 44 
6 Fri 60 85.5 20 47 
7 Sat 67 51.5 45 83 40 37 55 
Sun 78 56 59 87 57 
9 Mon 60 30 41 
10 Tues 58 61.5 140 141 20 214 
11 Wed 60 64.5 40 45 20 23 
12 Thur 61 60 86.5 30 44 20 20 50 
13 Fri 63.5 20 27 
14 Sat 60.5 30 31 
15 Sun 60 20 32 












A.S.H. - Available Staffing Hours 
R.S.H. - Required Staffing Hours 
The blank spaces indicate days when the workload 
information was 
unavailable or insufficient. 
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THE EFFECT ON THE WJRKLOAD OF CHANGES MADE ON NURSING CARE PLANS 
WARD 1 TIME CHANGES IN 
MINUTES 
DATE TYPE OF CHANGE DAY DUTY NIGHT DUTY 
Dec. 11 Transfer to ward not recorded 
Change in care not recorded 
Addition to care not recorded 
Change to care not recorded 
Addition to care riot recorded 
Dec. 12 Addition to care + 25 + 10 
Addition to care +- 5 
Dec. 14 Addition to care 4---40 
Dec. 15 Change in care not recorded 
Addition to care not recorded 
Addition to care not recorded 
Dec. 16 No changes in care - - 
Dec. 19 Change in care not recorded 
Addition to care + lili +- 12 
Dec. 20 Addition to care t 5 
Addition to care not recorded 
Addition to care not recorded 
,admission - new nursing care plan 4- 71 4- 21 
Addition to care not recorded 
Death - nursing care plan deleted - - 
WARD 2 
Nov. 27 Emergency admission - new nursing care 
plan 
+109 -I 63 
Emergency admission - new nursing care 
nlnn 
+ 41.5 + 14 
318. 
DATE TYPE OF CHANGE DAY DUTY NIGHT DUTY 
WARD 2 (Contd) 
Nov. 27 Emergency Admission - new nursing care 
plan 
4109 -- 63 
Booked Admission - new nursing care 
plan 
A-13 + 12 
Nov. 28 Change in care *140 
Addition to care +120 
Addition to care -ß-140 -f 30 
Addition to care +50 'f 30 
Change in care +18 
Change in care +39 
Nov. 30 No changes - - 
Dec. 2 Change in care not recorded 
Addition to care not recorded 
Dec. 3 No changes - - 
Dec. It Emergency Admission - new nursing care 
plan 
not recorded 
Emergency Admission - new nursing care 
plan 
not recorded 
Change to care not recorded 
Dec. 5 Change in care not recorded 
Change in care not r-corded 
Emergency Admission - new nursing care 
plan 
4 4.5 Ar 9 
Emergency Admission - new nursing care 
plan 
+ 4.5 .-t- 9 
Dec. 6 Additions to care 1- 68 +44 
Dec. 7 Additions to care not r-corded 
Dec. 10 Admission - new nursing care plan not r-corded 
Admission - new nursing care plan not recorded 
Admission - new nursing care plan not r-corded 
319. 
TIM CHANGES IN 
IMMINUTES 
DATE TYPE OF CHANGE DAY DUTY t NIGHT DUTY 
WARD 2 (Contd) 
Dec. 11 No Changes _ _ 
Dec. 12 No changes - - 
Dec. 14 No changes - - 
Dec. 15 Emergency Admission - new nursing care 
plan 
4-4.5 i- 9 
Booked Admission - new nursing care 
plan 
1-4.5 r 9 
Dec. 16 Booked Admission - new nursing care 
plan 
- -f- 2 
Dec. 18 Addition to Care not recorded 
Addition to care not recorded 
Dec. 19 Addition to care 4-30 
Change in care not recorded 
Emergency Admission - new nursing care 
plan 
not recorded 
Dec. 20 Change in care not recorded 




Nov. 18 Admission - new nursing care plan 4-15 t- 78 
Admission - new nursing care plan +15 + 78 
Nov. 21 No changes - - 
Nov. 22 No changes - 
Nov. 2)4 Addition to care 432 4.32 
Nov. 25 Change in care -16 ' 6 
Addition to care +16 
Nov. 26 Addition to care +21.5 + 36 
Nov. 27 Change in care -16 -4 












WARD 3 (Contd.) 
Admission - new nursing care plan +11.5 4-36 
Admission - new nursing care plan + 4.5 t 15 
320. 
TIME CHANGES IN 
MINUTES 
Y DUTY ' NIGHT DUTY 
Death - nursing care plan deleted 
Admission - new nursing care plan not r corded 
Death - nursing care plan deleted 
Transfer away - nursing care plan 
deleted 
Change in care 
Change in care 
Emergency Admission - new nursing care 
plan 
Emergency Admission - new nursing care 
plan 
Emergency Admission - 
plan 
Emergency Admission - 
plan 
Change in care 





Addition to care 
Change in care 
Addition to care 
Emergency Admission - new nursing care 
plan 
Addition to care 
Addition to care 
new nursing 
-8 
not rr corded 
#52 83 
+ 611.5 +118 





not r corded 
new nursing care 
new nursing care 




not r :corded 
not r:corded 
321. 
TfVD CHANGES IN 
MZWUTES 
DATE 
i. TYPE OF CHANGE DAY DUTY NIGHT DUTY 
WARD 3 (Contd. ) 
Dec. 12 Addition to care +10 
Addition to care 't-10 
Dec. 11[ Addition to care not recorded 
Dec. 15 Emergency Admission - new nursing care 
plan 




Dec. 16 Addition to care -4-18 
Addition to care not recorded 
Dec. 18 No changes - - 
Dec. 19 No changes - - 
Dec. 20 Addition to care +50 + 60 
Addition to care not recorded 
Addition to care -1-16 
Addition to care not recorded 
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QUESTIONNAIRE AND COVERING LETTER GIVEN TO 
NURSES IN MANAGEMENT POSITIONS 
Department of Nursing Studies, 
Nursing Research Unit, 
12 iìuccleuch Place, 
Edinburgh. 
January 27, 1976. 
Dear 
As the collection of data is due to stop on February 29, 1976 
I would like to take this opportunity to thank you and your staff for 
the help and co- operation received over these past months. It has 
been a pleasure to work with all the staff. 
I have another favour to ask of you; attached is a questionnaire 
which I would like you to complete. The instructions are on the forni. 
A questionnaire has also been given to the night staff which they have 
been asked to leave on the ward for collection. 




Return to N. Grant, 
Nursing Research Unit, 
University of Edinburgh, 
12 Buccleuch Place, 
Edinburgh. 
A METHOD OF CALCULLTING A NURSING ESTABLISHMENT BASED ON 
INDIVIDUALISED PATIENT CARE. 
QUESTIONPIAIRE 
Before the completion of this present phase of the research I would 
appreciate your opinion on certain points. Due to the samll numbers 
of people involved anonymity cannot be assured but names will not be 
recorded. Please do not sign the form but post it in the attached 
envelope no later than February 15, 1976. Thank you. 
1. Have you been able to make any use of the information provided 
for you? Yes__.__ No__ 
If yes, in what way? 
2. Can you think of any other ways in which this information might 
be used? Yes No 
If yes, please describe it (them) 
3a. Is there any other relevant information that you would have 
liked? Yes No 




3b. Is there any information provided that you consider to be 
superfluous? Yes No 
If yes, what is it? 
325. 
page 2. 
4. Would you find it helpful if the information had been provided 
daily? Yes No 
If yes, what ways might it have been used? 
5. Are you aware of any effects good or bad in the ward situation 




QUESTIONNAIRE page 3 
Confidential. 
6. The collection of this type of information is bound to be time 
consuming for the staff providing it. Do you feel that the time 
required for this method is excessive? Yes No 
Are there any other inconveniences associated with this method? 
Yes No 
If yes, what are they? 
7. Up to this point you have been asked specific questions, are 
there any other comments you would like to make about the method of 
collecting and providing information about staffing or about the 
presence of a researcher on the wards? Please use this space over- 
leaf if necessary. 
8. WARD SISTERS ONLY 
How long, on average, does it take, each day, for the day staff 
to record the time required for the activities listed on the nursing 
care plan? Ward Sister Staff nurse 
Student /pupil nurse 
327. 
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QUESTIONNAIRE AND COVERING LETTER GIVEN TO NIGHT DUTY NURSES 
Department of Nursing Studies, 
Nursing Research Unit, 
12 Buccleuch Place, 
Edinburgh, 
January 27, 1976. 
Dear 
As the collection of data is due to stop on February 29, 1976, I 
would like to take this opportunity to thank you for your help and 
co- operation in collecting this information for me. You may feel 
that your contribution has been insignificant but your participation 
has been essential in showing how the system works at ward level. 
I have one last favour to ask. Attached is a questionnaire 
which I would like you to complete; instructions are on the form. 




Return to N. Grant, 
Nursing Research Unit, 
12 Buccleuch Place, 
Edinburgh. 
A METHOD OF CALCULATING A NURSING ESTABLISHMENT BASED ON 
INDIVIDUALISED PITIENT CARE. 
QUESTIONNAIRE 
Before the completion of this present part of the research I would 
appreciate your opinion on certain points, as you have been closely 
involved with the collection of information. 
This questionnaire is anonymous although the ward is recorded. 
Please do not sign the form but seal it in the envelope provided no 
later than February, 15, 1976. It will be collected from the ward. 
Thank you. 
1. How much time, on average is required each day to complete the 
worksheets? 
2. Is there any thing which would make the worksheets easier for you 
to complete? Yes No 
If yes, please tell me about it. 
3. Were there any difficulties you had in assisting with this 
research? Yes No 
If yes, please tell me about them. 
lea. Have you seen the information on staffing returned to the ward 
weekly? Weekly Occasionally Never 
Lib. If you have seen it can you suggest ways in which this 
information might be used? Please tell me about them. 
Confidential. 
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QUESTIONNAIRE page 2. 
5. Are you aware of any effects good or bad on your work situation 
which this research has caused? please tell me what they are: 
Good effects: 
Bad effects: 
6. Up to now you have answered my questions; please use this space 
to add your own comments and observations. 
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RATIONALE FOR THE USE OF A COMPUTER FOR CALCULATING THE 
NURSING WORKLOAD. 
In Chapter II the use of computerised nursing care plans was 
suggested. As computerised nursing care plans might appear (to some) 
not to be feasible it can be pointed out that experiments on computer 
processed nursing care plans or nursing orders have been undertaken at 
Kingts College Hospital, London,97' 98,Ninewells Hospital, Dundee and 
at Exeter99. In addition to these applications some justification 
for the use of computerised nursing care plans may be required. The 
benefits of computerisation lie primarily in the ability of the 
computer to perform rapid calculations and secondly in the ability of 
the computer to store a large amount of data with easy access to the 
data. The decision regarding the computerisation of nursing care 
plans should be related to these benefits. If rapid calculations are 
required and /or if there is a large amount of data to be stored which 
requires easy access then computerisation of nursing care plans seems 
justifiable. If nursing care plans are used only for recording the 
care required by patients, the potential of the computer would not be 
utilised and its use would not be justified. If the information on 
nursing care plans is combined to provide data about the pattern of 
work or workload, then the use of computerised nursing care plans may 
be justified because this amalgamated information would be difficult 
to provide manually. The uses of the amalmagated information were 
discussed in Chapter II. It is thought that there would be little, 
if any, difference updating nursing care plans if they were done 
manually or on an on -line computer terminal. The benefit of compute- 
rised nursing care plans would be the calculction of workload from the 
current information and the provision of that workload information at 
the beginning of each shift. 
m Personal knowledge from site visit. 
333. 
Cost. 
If computerised nursing care plans are to be used, the cost of 
the process must be considered. Computers are currently used in many 
100, 
hospitals in pay roll departments and for various laboratory functions. 
101, 102. 
Other computer applications include: the allocation of 
student nurses103' 
1043 
monitoring patients105, scheduling home 
visíts106, medication lists107' 
108 
and calculating workload109. In 
places where these applications are used, the introduction of 
computerised nursing care plans would be an additional use employing 
spare capacity which would add to the efficient use of the equipment. 
As the uses of computers in hospitals extend to other departments 
it would seem that the introduction of computer terminals on wards 
would be useful to overcome any delays caused by manual transportation 
of computerised data. The installation of ward terminals which would 
be necessary for computerised nursing care plans would therefore not be 
solely for the use of computerised nursing information. 
It is suggested that the costs of computerised nursing care plans 
would be shared costs and that the introduction of on -line nursing 
care plans would not be feasible if there were no other current 
hospital applications. The introduction of computerised nursing care 
plans may be said to depend on the availability of computer processing 
capacity and the presence of on -line computer terminals on the wards. 
It has been suggested that: 
... financial authorities want to be assured in advance 
that a computer system will stand up well to cost -benefit 
analysis. However, this can be an unreasonable demand 
since it overlooks the limitations of present day methods 
of cost benefit analysis and takes too little account of 
the contributions to an operation which might only be 
possible if computer techniques are employed. It can be 
difficult for instance to cost the benefits to be derived 
from improved patient care or from better use of data.110 
It is submitted that the benefits of using this system of calcula- 
33iß. 
t:ing nursing workload might be difficult to prove in financial terms 
but that the benefits would lie in the use to which management put the 
previously unavailable information provided by the system. 
Computerised nursing care plans. 
Computerised nursing care plans have the same functions as 
written plans. A computerised list of tasks to be completed is not 
a nursing care plan but may be relatively easily computerised in terms 
of a code number for each task. In this way the number of times each 
task is undertaken could be recorded to illustrate the work content. 
Such computerised lists of tasks may help to perpetuate task allocation 
of work to the detriment of individualised patient care. 
The computerisation of individualised nursing care plans may be 
more difficult. If each entry were unique, information would require 
storage in its entirety rather than in the form of a code and more 
storage space would be required in the computer. Some compromise 
between lists of tasks and individual recording might be suitable, that 
is, initially some coding might be done with the possibility of entering 
some additional information which might be unique for each patient. 
For example: under the heading "Hygiene" the following items of care 
might be coded: 
1. Bed bath, 
2. Big bath, 
3. Shower. 
Additional information to be added to any of these activities might 
include for example: the time the activity should take place in 
relation to treatment, the amount and type of assistance required, the 
number of assistants required, preparations to be used for the bath, 
treatments which should occur during the bath, the wishes of the patient 
about temperature, depth of water. In this way the work content could 
335. 
be recorded in the form of tasks but the individualised care required 
would be described. 
Batch processing 
I.f computerised nursing care plans are not available but computer 
time and space are available on a batch processing basis, the workload 
information could be transcribed from the nursing care plan and the 
general ward activities could be re.:.Irded daily for batch processing. 
This transcription and recording might be done on mark -sense forms for 
direct input into the computer or might require re- recording onto 
punch cards or tape for input. The computer calculations in these 
circumstances could be identical to those for on -line calculations. 
Summary 
The use of a computer for calculating nursing workload is 
justified on the basis of improved management information. The 
system for calculating nursing workload described in this thesis would 
be most effective with computerised nursing care plans which should be 
individualised as opposed to lists of tasks to be completed. 
Occasional papers 
The Nursing Care Plan 
Nancy Grant, RGN, BSc.(N) 
Summary: In this second article on the Nursing Care Plan the 
'writer describes how the data collected can be used as a basis for 
an information system for several purposes. Deployment of 
surging staff is one 
THE unique function of the nurse is 
hoist the individual sick or well, in 
the performance of those activities 
attributing to health, or its recovery 
for to peaceful death) that he would 
perform unaidedif he had the neces- 
sary strength, will, or knowledge. And 
todo this in such a way to help him to 
fain independence as rapidly as 
possible'.' 
This is the philosophy of Virginia 
Henderson, accepted by the Inter- 
national Council of Nurses. Almost 
any philosophy of nursing implies that 
nursing is the act or looking after the 
individual; hut although unisersally- 
accepted, the philosophy is not always 
pit into practice. Instead, task alloca- 
tion,- the antithesis of treating the 
patient as an individual, is being prac- 
tised. It stresses the completion of the 
task assigned in the shortest tinte and 
thus eliminates consideration for indi- 
vidual likes or wants. Despite the 
acceptance of a philosophy of indi- 
vidual care, in Britain, the Report of 
the Committee on Nursing' states that 
in acute hospitals 61 per cent of the 
xmk is allocated by tasks It can be 
argued that with a shortage of nurses 
and the use of untrained re :sonnet, 
task allocation is more efficient. Task 
allocation may he a more efficient use 
of time for routine care such as bath- 
ing and providing food for patients 
hut is it more efficient in the long 
terns? 
Much has been written recently 
about the quality of patient care. Such 
articles as 'fender Loving Care', and 
Uwe We Lost Our Vision', or puhli 
cations such as The Unpopular Patient' 
and Ready for Report Nurse' empha- 
r sise the failure to treat the patient as 
an individual. It has been suggested 
by Bolder' that this has occurred .. 
as nursing progressed, as medical 
science and technology increased as 
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the demands of nursing became 
greater, as the pace of work increased 
so that people became more and more 
absorbed with the tasks they had to 
perform rather than the people they 
had to care for'. 
If nursing practice no longer repre- 
sents the philosophy of care of the in- 
dividual, how can it he amended to 
reflect that philosophy more closely? 
Fourteen basic needs - 
Let us consider 'activities contribut- 
ing to health'. Henderson lists 14 basic 
needs, the 'fulfilment of which could he 
considered as contributing to health ". 
These are: 
I. 'l'o breathe normally 
2. To eat and drink adequately 
3. To eliminate by all avenues of 
elimination 
4. To move and maintain desirable 
posture 
5. To sleep and rest 
6. To select suitable clothing, dress 
and undress 
7. To maintain normal body tempera- 
ture by adjusting clothing and modify- 
ing environment 
8. To keep the body clean and well 
groomed and protect the skin 
9. To avoid dangers in the environ- 
ment and avoid injuring others 
IO. To communicate with others in 
expressing emotions, needs, fears. etc. 
11. To worship according to his 'faith 
12. To work at something that pro- 
vides an sense of accomplishment 
13. To play or participate in various 
forms of recreation 
14. To learn. discover or satisfy the 
curiosity that leads to 'normal' deve- 
lopment and health. 
Each need then can be considered 
in relation to the individual. Those 
which he can meet unaided he must 
he allowed to meet: cónsideration must 
he giver to his inability to meet each 
of the others. Is it a permanent or 
temporary inability? Can he he taught 
to meet the need and therefore become 
independent? Does he require addi- 
tional equipment and-or instruction 
in its use? If the patient is unable to 
meet the need himself could it he met 
by family and: ar friends; do they 
require instruction? ' 
Individualised nursing care would 
then consist of: allowing the patient 
to do what he can by himself: planning 
and carrying out the teaching of the 
patient and 'or his family in directly 
meeting the patient's needs or in the 
use of equipment. prostheses and medi- 
cations which would enable him to 
meet his needs: assisting the patient 
and 'or-his family to meet those needs 
where professional assistance is neces- 
sary: meeting those needs which can- 
not otherwise he met after planning 
the course of action with the patient 
and 'or his family. This may he through 
other members of the health or social 
work teams. 
This practice would fulfil the philo- 
sophy of individualised care. The care 
decided upon should he written down 
and made available to all members of 
the nursing staff. This then becomes 
the Nursing Care Plan. which has been 
described in the previous article. 
The Nursing Care Plan prosides a 
tool for the practice of individualised 
patient care. If nurses do not treat 
patients as individuals they are nor ful- 
filling their accepted philosophy. If 
patients are treated as individuals the 
ohiectiveof helping them to Cain as 
much independence as possible, as 
rapidly as possible, will not only he 
apparent but will also he possible. 
How many nurses? 
It might he thought that indivi- 
dualised nursing care would require 
more nursing staff. In order to calcu- 
late the number of nurses required it 
is necessary to know what nurses 
should he doing. If nurses are giving 
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Hospital Ward Date 
Patient 
Number 




Observation Tests Future Patient 
Total 








X - X X X 
X X X X X X 
Fig 1. Direct patient care. Work sheet on which to transfer the t mes listed on each nursing care plan. The times are hen totalled 
across to give the total time per patient in direct patient care and down to give the total day and nigh: times in each category. 
These day and night totals are combined to give the total time per category in 24 hours. This informa ion is then transferred to 
Page 3. 
individualised care the number re- 
quired can he calculated with the aid 
of the Nursing Care Plan which lists 
what they should be doing in direct 
patient care. 
The activities undertaken by nurses 
can he divided into two main sections: 
actisities that are planned and those 
that are unplanned. Planned activities 
include those listed on the Nursing 
Care Plan as well as such activities as: 
report, rounds, serving meals, cleaning, 
Mover. ice education, meetings and 
administration, which collectively can 
he called general ward activities. Un- 
planned actisities include emergencies 
ur lather situations affecting the safety 
and or comfort of patients, or manage- 
ment activities such as answering the 
telephone or running errands. Personal 
time required by the staff would also 
he included under this heading. 
The amount of nurse staffing time 
required in a day is the time required 
for planned actisities plus the time re- 
quired for unplanned activities. 
If the care visen is individualised it 
is certainly impossible to prescribe a 
specific time which any particular type 
of planned care should take. However, 
there must -be some minimum amount 
of time helase which the quality of the 
actie ity might he questioned and a time 
above which the patient would be- 
come excessisely tired or the situation 
become unrealistic. If the care is indi- 
vidualised amount of time taken 
to complee any specific nursing acti- 
vity for each patient would he differ- 
ent and therefore it should he judged 
according to the needs of the indivi- 
dual patient. Seseral factors, in addi- 
tion to the requirements of the 
individual patient, can affect the 
amount of time required for an acti- 
vity. These arc: the physical set -up of 
the ward. the provision of equipment 
and ward procedure. The competence 
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of the practitioners may also affect the 
amount of time required: student and 
pupil nurses cannot he expected to be 
as proficient as qualified staff and 
therefore should not he equated to full - 
time staff. In order to take the former 
factors into consideration when assign- 
ing time to a specific activity for an 
individual patient, guidelines can be 
provided. These guidelines would be 
the average amount of time required 
for a particular activity on a specific 
ward. 
A comparable time would he assign- 
ed to general ward activities. This time 
may he affected by the number or staff 
and /or patients. 
Unplanned activities cannot be as- 
signed a specific time. However, if the 
work of each staff member is cateeo- 
rised into planned and unplanned 
activities, the average percentage of 
time spent in each category on each 
shift on a ward can be determined. 
The nursing staffing time required 
on a ward is calculated by making the 
amount of time required for planned 
activities equal to the average per- 
centage of time spent in planned acti- 
vities: the nurse staffing hours required 
are equal to 100%. 
The nurse is judge 
When making an entry on the Nurs- 
ing Care Plan, the nurse would ascribe 
to that activity the amount of time 
which she judges would be necessary 
to complete that activity for the speci- 
fic patient involved. This judgement 
would he assisted by a record of the 
average amounts of time for activities 
on that ward. The time indicated for 
art individual patient could he chang- 
ed if subsequently found to he 
unrealistic. 
During the night, as fewer changes 
occur then, the times listed on all the 
Nursing Care Plans are transferred to 
a work sheet (Fig. 1)..The ward diary 
is checked and the times listed. under 
general ward actisities for the actitilies 
occurring that day, are also trans- 
ferred to a worksheet (Fig. 21. The in- 
formation an the worksheets provides 
the total time for all planned activities, 
The formula of making this tinte equal 
to the average percentage of time 
spent in planned activities can he 
operated (Fig 3). 
Information gained 
The information produced by This 
system would he: 
I. The amount of direct patient care 
required by the individual patient 
daily. 
22: The hoirs of nursing required daily, 
weekly, etc, and the full -time equi- 
valent staff. 
3. The time and percentage of time 
spent in each category of care un the 
Nursing (.are Plan and general ward 
activities, weekly. etc. 
4. "rhe rota) times for each ward can 
he combined to give a tata! for the 
hospital. 
The use of the information 
This information can he used: 
1. In assigning staff to a ward on a 
daily basis (pool, stall.). 
2. In showing changes or trends in the 
demands for nursing service which 
might be due to changes in administra- 
tive or medical practice, and thus the 
nursing establishment can he forecast 
for the following rear. 
3. lu assigning individual patient cart. 
4. In showing in what areas nurses 
are spending tinte which might mure 
efficiently he assigned to another ser- 
vice department. 
5. To indicate the distribution of the 
percentage of time spent in each cate- 
gory On the Nursing Care Plan and 
continual on pact' 28 
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Hospital Ward 
Number of staff Staff expected on duty at 7.30 a.m. .. .. .. 
Staff expected on duty et noon and /or 4 p.m. 
Staff expected on night duty .. .. .. 
Number of Patients at 3 a.m. .. .. .. 
Report 
Morning rounds. Number of patients at 3 a.m. -x XI .. 
Morning report. Number of patients at 3 a.m. -s X2 x staff expected on duty et 7.30 a.m... 
Afternoon report. Number of patients at noon -x X2 x staff expected on duty at noon 
and /or 4 p.m. -+1 .. .. .. .. .. 
Night report. Number of patients at 9 p.m. -x X4 x staff expected on night duty- .. 
Number of patients at 9 p.m. -x X4 .. .. .. 
Morning rounds. Number of patients at 5 a.m. tomorrow -x X r .. .. .. .. 
Rounds 
With consultant 
With other doctors 
With registrar .. 
With health team 
With nursing officer. Days: number of patients at 3 a.m. -x Xs 
Evening : number of patients at 5 p.m. -x Xs 
10 p.m. number of patients at 10 p.m. -x XS 
3 a.m. number of patients at 10 p.m. -x Xs 
6 a.m. number of patients at 10 p.m -x Xs 
Administration 
Check pharmacy supplies .. .. .. .. 
Kardex day: number of patients at 7.30 a.m. -x Xa 
night: number of patients at 9 p.m: x Xo .. 
Evoiring report to nursing office .. .. .. _ .. 
Medications 
Preparation (10 a.m., noon, 2 p.m.. 6 p.m.) 
Distribution: number of patients on medications (10 a.m. }noon+2 p.m. -I 6 p.m.) -x X7 .. 
Preparation (10 p.m., 6 a.m.) .. 
Distribution: number of patients on medications (10 a.m.+MNt2 a.m. +6 a.m.) -x X7 .. 
Injections: number between 7.30 a.m, and 9 p.m. -x Xs .. 
9 p.m. and 7.30 a.m. -x Xe .. .. .. 







Fig 2(page 2). Section of a work sheet listinggeneral ward activities. The ward diary will reveal which activities occur on any 
given day, for example. doctors' rounds. These activities are then included for that day. Some times are straight ward averages. 
such as the time for preparation of the medicine trolley: others depend upon the number of patients and /or staff. for example. report. 




From page 1 
Basic cari .. .. 
Mobilization .. .. 
Technical care .. .. .. 
Individual care .. .. .. 
Observation r .. .. 
Investigatiogs, treatments. 
appointments .. 
Future .. .. .. .. 
From page 2 
Report .. .. 
Rounds .. .. .. .. 
Administration .. .. 
Medications .. 
Housekeeping .. .. 
Meals . 
Planned admissions .. 
Meetings and inservice education 
Distraction therapy .. .. 
Misc. preparation time .. 
Other .. .. .. .. 
to calculate the staffing 
A xX -- C 
D : 8 hours 
to calculate the staffing 
B xY -E 
f : 10 hours 
24 hour staffing time - 
Ward Date 
Day total Night total 24 hr. total % 
Totals 
B 
hours required on day duty: 
minutes C : 60 D 
full time equivalent staff 
hours required for night duty: 
minutes E : 60 - F 
full time equivalent staff 
D E -- 
hours _ 
hours 
minutes t- 60 
hours 
Fig 3. (page 3) Work sheet for calculating the total time required and the 
percentage of time spent in each category. 
A Total time in planned activities occuring on day duty 
B - Total time in planned activities occuring on night duty 
X - the average percentage of time spent in planned activities on day duty 
Y -- the average percentage of time spent in planned activities on night duty 
general card activities for considera- 
tion of priorities and desired balance. 
6. In allocating, student nurses to 
cards where the desired experience is 
asail.tble: junior students to wards with 
more basic care such as baths and bad- 
making: and senior students to wards 
with more technical care. such as 
drassines or monitoring equipment. 
The information, which is asailable 
escry day therefore reflects daily 
changes in staffing needs. It indicates 
what should he done. especially the 
meeting of physiological needs, the 
provision of in- service education and 
attendance at meetings. It dues not 
reflect chat has been done. It cannot 
he concluded that what should he done 
has in fact been done. Both day and 
night staffing and required stalling 
hours arc included. The information 
includes only ward staff, not adminis- 
trative or teaching staff. Although time 
is included for unplanned activities, 
emergencies can occur which would 
take more than the available time. 
This is not different front the present 
situation and such emergencies should 
he reported to the responsible nursing 
officer. The information is imprecise 
to the estent that it dues not inter. pnrte the changes which might occur 
after collection. Information about 
frequency of these occurrences has not 
yet been collected but it is believed 
that they are not a major factor, 
Conclusion 
In order to follow the accepted 
philosophy of the ICN, nurses should 
he practising individualised patient 
care. A Nursing Care Plan helps in 
this practice and can also he used to 
calculate the amount of nursing staff 
required. This involves totalling the 
time necessary for nursing activities 
based upon nursing judgement. The 
total time required is calculated by 
making the daily amount of lime re. 
quired for planned activities equal to 
the average percentage of time spent 
in planned activities. it is possible also 
to calculate daily the amount and per. 
tentage of time spent in the categories 
on the Nursing Care Plan. The informa- 
tion has a variety of applications, one 
being the development of a musing 
establishment based upon the individual 
needs of patients and incorporating 
care pisen directly to a patient and 
other nursing activities such as in- 
service education., 
[I would like to acknoss Ldge the assistance 
of Miss L. Hockey, director of tete Nursing 
Research, Unit, Miss E. Edwards, dislrid 
nursing olricer. and the nursing stall of 
the Eastern General Hospital. Edinburgh.) 
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